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I.  Introduction 


Why  this  manual? 

The  Institute  on  Black  Chemical  Abuse  (IBCA)  was 
established  to  fill  the  gaps  in  chemical  dependen¬ 
cy  services  for  black  people  in  the  Minneapolis/St. 
Paul  metropolitan  area.  We  began  as  a  very  small 
agency  and  over  the  years  have  expanded  our  ser¬ 
vices,  our  sites,  our  staff  and  our  funding  sources. 

In  our  14  years  of  experience,  we  have  learned  cer¬ 
tain  principles  and  practices  in  both  management 
and  direct  service  delivery  that  have  served  us  well. 
We  have  made  our  share  of  mistakes,  and  have 
learned  from  them  and  improved  as  a  result  of  the 
experience. 

We  have  grown  both  in  size  and  in  our  understand¬ 
ing  of  areas  that  must  be  addressed  in  order  to 
deliver  effective  chemical  dependency  services  to 
black  people. 

The  Institute  on  Black  Chemical  Abuse  frequent¬ 
ly  receives  requests  from  others  in  various  parts 
of  the  country  who  want  assistance  in  setting  up 
services  for  chemically  dependent  black  people. 
We  decided  that  preparing  this  manual  might  be 
an  effective  way  to  pass  along  to  others  what  we 
have  learned.  The  Pew  Memorial  Trust  believed 
this  idea  had  merit  and  awarded  us  a  grant  which 
enabled  us  to  develop  this  manual. 

As  you  use  this  manual  you  will  probably  find  some 
areas  that  are  helpful  and  some  that  are  not.  We 
would  appreciate  any  feedback  you  can  give  us  so 
that  we  can  work  to  improve  the  usefulness  of  the 
manual  to  others. 

What  is  the  IBCA  Model? 

The  mission  of  IBCA  is  to  reduce  the  negative  im¬ 
pact  of  alcohol  and  drug  use,  abuse  and  dependen¬ 


cy  on  black  communities,  families  and  individuals 
by  providing  or  ensuring  the  delivery  of  quality 
chemical  dependency  and  related  services. 

The  IBCA  Model  is  a)  a  philosophy  regarding  chem¬ 
ical  dependency  program  design  and  management, 
and  b)  a  constellation  of  services  designed  to  best 
respond  to  the  problem  of  chemical  dependency 
and  abuse.  This  section  of  the  manual  deals  with 
the  IBCA  philosophy. 

What  is  IBCA’s  definition  of  chemical 
dependency? 

We  define  chemical  dependency  as  follows: 

Chemical  dependency  is  an  emotional  ill¬ 
ness  that  effects  families.  It  is  a  primary,  pro¬ 
gressive,  pathological,  love/trust  relationship 
with  a  mood-altering  chemical.  It  substantially 
and  repeatedly  interferes  with  one  or  more 
major  areas  of  a  person’s  life.  The  individual’s 
ability  to  function  physically  or  mentally  in 
a  competent  manner  is  often  impaired. 

Chemical  dependency  can  be  most  suc¬ 
cessfully  prevented,  diagnosed  and  treated 
when  the  cultural  context  in  which  the  chem¬ 
ical  use  or  abuse  developed  is  taken  into 
consideration. 

Four  key  aspects  of  chemical  dependency  are: 

1 .  It  is  primary. 

This  means  it  is  the  fundamental  presenting  prob¬ 
lem  for  the  individual.  Alcoholism  and  drug  depen¬ 
dency  are  not  a  result  of  racism,  unemployment, 
lack  of  education,  etc.  These  problems  do  not  pro¬ 
duce  chemical  dependency.  As  yet,  no  one  knows 
what  produces  chemical  dependency.  Some  think 
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it  is  genetic;  some  think  it  is  the  result  of  a  chemical 
imbalance  in  the  body;  some  think  it  is  psycho¬ 
logical/emotional. 

“Primary”  means  that  one  must  start  by  treating 
chemical  dependency  and  then  address  the  per¬ 
son’s  other  problems. 

2.  It  is  progressive. 

Chemical  dependency  gets  worse  over  time.  A  per¬ 
son  builds  up  a  tolerance  and  then  uses  more  to 
achieve  the  same  high.  This  increases  the  damage 
done  to  the  body  and  decreases  the  dependent  per¬ 
son’s  ability  to  function  appropriately.  The  depen¬ 
dent  person  spends  increasing  amounts  of  money 
to  support  his/her  habit.  Relationships  suffer: 
separation  and  divorce  are  common. 

In  general,  the  consequences  of  alcoholism  appear 
to  progress  more  rapidly  among  black  people  than 
among  white  people.  We  believe  this  is  the  result 
of  fewer  blocks  to  the  progression  of  the  illness 
in  black  people,  particularly  among  lower  income 
blacks.  These  blocks  are  factors  such  as  employ¬ 
ment,  intact  family,  involvement  in  activities 
(religious,  social,  sports)  where  chemical  use  is 
regarded  as  inappropriate. 

Blocks  to  the  downward  spiral  of  addiction  are 
clear  expectations  that  when  participating  in  cer¬ 
tain  activities  (work,  family  life,  sports,  choir,  PTA, 
etc.)  the  individual  will  not  be  using  chemicals. 
These  blocks  may  not  prevent  chemical  dependen¬ 
cy  but  they  may  retard  the  rate  of  progression. 

Black  people — especially  lower  income — often 
have  fewer  blocks  to  addiction  and,  as  a  result,  the 
disease  progresses  more  rapidly. 

Evidence  suggesting  that  the  disease  progresses 
more  rapidly  in  black  people  than  in  white  peo¬ 
ple  is  a)  black  people  who  enter  treatment  usually 
are  in  a  later  stage  of  the  disease  than  white  peo¬ 
ple  though  they  are  not  generally  older;  b)  black 
men  are  three  times  more  likely  than  white  men 
to  die  of  cirrhosis  of  the  liver. 

3.  It  is  pathological. 

Very  simply,  this  means  that  being  dependent  on 
alcohol  or  drugs  is  not  a  normal  state  of  being:  it 


is  a  disease.  When  under  the  influence,  a  chemically 
dependent  person  exhibits  abnormal  behavior 
which  tends  to  increase  as  the  disease  progresses. 
What  is  characteristic  of  chemically  dependent 
people  is  a)  the  highs  caused  by  the  alcohol  or  drug 
when  using,  and  b)  depression  or  anxiety  when 
the  person  is  not  using.  A  chemically  dependent 
person  is  often  in  one  or  the  other  of  these  states, 
neither  of  which  is  normal. 

4.  It  is  a  love/trust  relationship  with  a  mood 
altering  chemical. 

Alcoholism  and  drug  dependency  increasingly  take 
over  a  person’s  life  and  become  that  person’s  #  1 
priority.  Love  and  trust  in  other  people  diminish 
in  importance  as  the  dependent  person  increasing¬ 
ly  loves  and  trusts  the  mood  changes  produced  by 
the  alcohol  or  drugs.  The  shift  in  priorities  from 
people  to  alcohol/drugs  results  in  increasing  es¬ 
trangement  from  family  and  friends. 

We  know  through  our  experience  that  chemical 
dependency  can  be  treated  and  that  successful 
recovery  literally  turns  lives  around.  Recovery  not 
only  helps  the  individual,  it  helps  families.  It  gives 
a  husband  back  to  his  wife;  a  mother  back  to  her 
children.  Recovery  also  helps  the  black  communi¬ 
ty.  Instead  of  draining  resources  from  the  com¬ 
munity  it  restores  resources  to  the  community. 


What  is  IBCA ’s  philosophy? 

We  believe  that  proper  design  and  management 
of  chemical  dependency  programs  is  important  not 
just  to  ensure  high  quality  services  to  clients  but 
also  to  maximize  the  likelihood  that  the  agency  will 
survive  over  time. 

The  following  five  areas  relevant  to  program  design 
and  management  are  discussed  in  this  manual: 

-  Culturally  Specific  Chemical  Dependency 
Services 

-  Client  Needs 

-  Service  Delivery  System 

-  Funding  &  Regulations 

-  Agency  Management 
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Figure  1 


CHARACTERISTICS  OF  CHEMICAL  DEPENDENCY 


1 .  It  is  primary. 


2.  It  is  progressive. 


3.  It  is  pathological, 

i.e.  not  a  normal  state  of  being. 


4.  It  is  a 

love/trust  relationship 

with  a  mood  altering  chemical. 
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II.  Culturally  Specific  Chemical  Dependency  Services 


Why  the  need  for  culturally  specific 
chemical  dependency  services? 

Rates  of  alcohol  and  drug  use,  abuse  and  depen¬ 
dency  vary  widely  from  one  cultural  group  to 
another.  This  is,  for  the  most  part,  based  on  the 
existence  or  absence  of  clearly  defined  rules,  norms 
and  standards  that  dictate  what  chemicals  may  be 
used,  how  much,  when  and  for  what  purposes. 

Studies  have  documented  the  extremely  low  in¬ 
cidence  of  chemical  dependency  among  orthodox 
Jews,  on  the  one  hand,  and  the  very  high  incidence 
of  chemical  dependency  among  some  Native  Amer¬ 
icans,  on  the  other  hand.  Jews  have  a  long  tradi¬ 
tion  of  a  prescribed,  ritualistic  role  for  alcohol, 
whereas  Native  Americans  had  no  cultural  norms 
that  established  appropriate  use  when  European 
explorers  introduced  liquor  to  them1. 

We  believe  that  the  likelihood  for  successful  re¬ 
covery  from  chemical  dependency  is  greatly 
enhanced  by  culturally  relevant  services. 

The  importance  of  what  is  culturally  familiar  in 
enhancing  comfort  and  trust  may  be  somewhat  less 
apparent  to  whites  who  are  the  dominant  culture 
in  our  society.  To  minority  groups,  however,  the 
cultural  differences  are  very  real  and  are  manifested 
in  communication,  humor,  dress,  food,  music  and 
style  of  worship. 

These  differences  become  particularly  significant 
when  a  person  feels  vulnerable,  out  of  control  of 
his/her  life  or  required  to  face  problems  the  per¬ 
son  has  long  denied.  All  of  these  feelings  accom¬ 
pany  an  effort  to  face  the  issue  of  chemical 
dependency.  Alcoholism  and  drug  abuse  can  be 


prevented,  diagnosed  and  treated  most  successfully 
when  taking  into  account  the  cultural  context  in 
which  the  abuse  develops.  The  black  community 
needs  focused  attention  using  existing  prevention 
and  treatment  strategies  that  have  proven  suc¬ 
cessful.  There  is  also  a  need  to  develop  culturally 
and  ethnically  specific  programs  for  the  black 
community. 

What  are  differences  in  the  black  commun¬ 
ity  that  alcohol  and  drug  treatment 
strategies  should  address? 

Examples  of  differences  in  the  black  community 
relevant  to  treatment  are: 

1 .  Later  Entry  Into  Treatment 

It  is  generally  agreed  that  blacks  enter  treatment 
programs  later  in  the  progression  of  the  illness  than 
their  white  counterparts.  This  reality  is  in  part  due 
to  the  lack  of  trust  the  black  community  has  for 
alcohol  and  drug  abuse  services. 

The  black  community  receives  most  of  its  infor¬ 
mation  from  people  who  failed  in  their  attempts 
at  recovery.  A  common  pattern  is  that  black  peo¬ 
ple  who  are  successful  in  recovery  move  out  of 
their  old  community  and  away  from  their  user 
friends.  Black  people  unsuccessful  in  recovery 
usually  return  to  the  community  which  creates  the 
impression  that  for  most  black  people  treatment 
is  not  effective. 

It  also  appears  that  black  individuals  and  com¬ 
munities  have  a  higher  tolerance  for  emotional  pain 
than  their  white  counterparts.  While  this  is  an  im¬ 
portant  attribute  in  coping  with  racism,  oppres- 


1  For  a  more  detailed  discussion  of  cultural  impact  on  chemical  use/abuse,  see  Bell,  Peter  and  Evans,  Jimmy,  Counseling 
the  Black  Client ,  Hazelden  Foundation,  Center  City,  Minnesota,  1981,  Part  I,  pp.  1-14. 
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sion  and  poverty,  it  can  also  enable  and  excuse 
alcohol  and  drug  abuse. 

Efforts  need  to  be  made  to  assist  minorities  and 
their  families  in  seeking  help  as  early  as  possible. 

2.  Cultural  Pain 

When  a  black  person  does  enter  a  treatment  pro¬ 
gram,  key  emotional  issues  often  go  unaddressed. 
The  majority  of  both  clients  and  staff  in  many  treat¬ 
ment  centers  are  white,  with  the  result  that  the 
white  culture  prevails. 

Black  people  often  experience  what  we  call  cultural 
pain.  Cultural  pain  is  an  emotion  experienced  by 
virtue  of  a  person’s  membership  in  a  racial, 
religious  or  ethnic  group,  and  it  occurs  most  often 
in  minority  groups  that  have  been  oppressed. 

“Individuals  who  are  members  of  ostracized,  ex¬ 
cluded  or  oppressed  groups  tend  to  not  only  hate 
their  oppression  and  the  oppressor, but  also  hate 
themselves  for  being  members  of  the  oppressed 
group.”2 

Examples  of  situations  that  may  produce  feelings 
of  cultural  pain  are: 

-  When  one  is  the  only  black  in  an  otherwise 
all-white  group,  cultural  pain  can  be  the 
feeling  that  one  is  the  spokesperson  for  all 
blacks. 

-  Cultural  pain  can  be  the  embarrassment  a 
black  person  feels  when  friends  use  Black 
English  in  the  presence  of  whites. 

-  Cultural  pain  can  be  the  fear  that  one  is  not 
black  enough  in  attitudes  and  behavior. 

-  Cultural  pain  can  be  the  discomfort  a  black 
feels  when  with  a  group  of  white  friends 
and  one  of  them  slips  and  tells  a  racist  joke. 

Cultural  pain  can  express  itself  in  many  forms:  it 
can  produce  denial,  anger,  low  self-image  or  fear. 

No  matter  what  its  manifestation,  it  must  be 
dealt  with.  The  prognosis  for  successful  recovery 
from  alcohol  and  drug  dependency  is  very  low  if 


this  key  source  of  stress  is  not  recognized  and 
addressed. 


3.  Economic  Aspects  of  Addiction  In  Low 
Income  Black  Communities 

When  looking  at  addiction  in  low  income  black 
communities  there  needs  to  be  an  understanding 
of  the  economic  aspects  of  alcohol  and  drug  abuse. 

All  major  problems  experienced  by  black  com¬ 
munities — crime,  unemployment,  poverty,  school 
drop  outs,  unplanned  teenage  pregnancies,  etc. — 
are  made  worse  by  alcohol  and  drug  abuse  and 
dependency.  In  some  cases  chemical  abuse  is  the 
cause  of  the  other  problems;  in  other  cases 
chemical  abuse  exacerbates  existing  problems. 
Alcohol  and  drug  dependency  not  only  intensifies 
other  problems,  it  robs  the  black  community  of 
the  resources  needed  to  solve  those  problems. 

One  of  the  few  viable  entrepreneurial  activities  in 
the  black  inner  city  areas  today  is  the  drug  trade. 
Increasingly  these  activities  are  being  controlled 
by  sophisticated  and  highly  organized  gangs. 

In  white  America,  criminal  activity  is  generally 
associated  with  drugs  after  the  use  has  progressed 
far  down  the  spiral  of  dependency.  The  gateway 
process  in  whites  typically  starts  with  cigarette 
smoking  and  alcohol  use  and  progresses  to  hard 
drugs,  and  eventually  to  crime.  For  many  black 
youth,  the  cycle  is  reversed.  Often  a  low  income 
black  adolescent  will  become  involved  in  criminal 
activity  which  can  include  selling  drugs  before 
he  or  she  actually  starts  using  drugs. 

Some  black  youth  are  as  addicted  to  a  criminal 
lifestyle  as  they  are  to  chemicals.  Treatment  strat¬ 
egies  must  take  account  of  this  fact  if  they  are  to 
be  successful.  Treatment  strategies  must  also  res¬ 
pond  to  the  fact  that  there  is  often  high  denial  in 
black  families  that  children  are  in  fact  using  and, 
perhaps,  dealing  drugs.  If  a  child  is  contributing 
to  the  family’s  financial  well-being,  or  at  a  mini¬ 
mum,  not  taking  resources  from  the  family,  the 
motivation  for  denial  is  heightened.  A  mother 
struggling  to  provide  for  her  family,  for  example, 
might  not  ask  or  even  want  to  think  about  where 


2  Ibid.,  pp. 17-18. 
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her  unemployed  son  got  the  money  to  purchase 
some  groceries. 

Families  often  see  few  options  for  significantly 
changing  a  family  member’s  behavior.  They  fre¬ 
quently  do  not  understand  the  nature  of  chemical 
dependency;  they  lack  knowledge  of  treatment  op¬ 
tions;  and  they  see  few  examples  of  treatment 
success. 

Tragically,  addiction  and  criminal  activity  have 
become  rites  of  passage  in  many  black  commun¬ 
ities.  They  are  a  quick  and  visible  method  to  secure 
stature  in  a  peer  reference  group.  Because  many 
of  our  black  youth  are  addicted  to  a  criminal  life¬ 
style  in  addition  to  alcohol  and  drugs,  they  need 
treatment  programs  that  focus  on  building  values 
and  goals  (habilitative)  rather  than  ones  that  attempt 
to  re-establish  them  (rehabilitative).  These  pro¬ 
grams,  by  necessity,  are  usually  inpatient  and  long¬ 
er  term.  They  should  have  an  extensive  education 


and  job  readiness  component  as  well. 

In  developing  a  continuum  of  care  that  will  be  ef¬ 
fective  in  the  black  community,  we  must  under¬ 
stand  that  culture  impacts  who  will  become  alcohol 
and  drug  dependent  as  well  as  who  will  recover 
from  their  addictions. 

The  whole  idea  behind  culturally-specific  services 
is  to  take  into  consideration  the  different  values 
and  experiences  of  various  racial/ethnic  groups 
when  addressing  the  serious  and  challenging  pro¬ 
blem  of  chemical  dependency.  Establishing  trust 
between  chemically  dependent  clients  and  agen¬ 
cy  staff  is  a  critical  first  step  in  the  recovery  pro¬ 
cess.  Culturally  specific  services  reduce  the  bar¬ 
riers  to  establishing  this  trust.  We  believe  that  cul¬ 
turally-specific  services  are  more  likely  to  be  ef¬ 
fective,  to  break  down  the  denial  of  the  problem 
and  to  assist  people  in  positively  changing  their 
lives. 
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III.  Client  Needs 


How  do  client  needs  vary  and  what  are  some 
critical  differences? 

When  planning  chemical  dependency  programs, 
you  need  to  consider  different  categories  of  client 
need  and  have  these  reflected  in  your  program  con¬ 
tent  and  style. 

Clients  can  be  more  or  less  difficult  to  treat.  The 
obstacles  to  recovery  presented  by  clients  are 
sometimes  referred  to  as  the  challenge  rating. 
Lower  challenge  clients  are,  very  simply,  easier  to 
treat.  They  have  more  resources  and  these  resourc¬ 
es  aid  in  the  recovery  process.  High-challenge 
clients,  on  the  other  hand,  face  more  difficulties, 
have  fewer  resources  and,  therefore,  require  more 
services. 

An  agency  that  addresses  the  problems  of  high- 
challenge  clients  (as  IBCA  does)  needs  to  identify 
the  special  issues  and  conditions  which  have  a  bear¬ 
ing  on  recovery  for  these  people  and  must  develop 
services  accordingly. 

What  are  characteristics  of  “high-challenge” 
clients? 

Four  characteristics  of  high-challenge  clients  de¬ 
serve  mention: 

1 .  Income 

High-challenge  clients  are  more  likely  to  be  low- 
income.  They  are  frequently  unemployed  and  do 
not  have  the  incentive  of  employer-motivated 
recovery.  These  clients  will  have  many  problems 
related  to  finances.  They  are  likely  to  experience 
a  variety  of  barriers  in  accessing  services,  e.g. 
transportation,  child  care  needs,  cost,  etc. 


These  factors  can  sometimes  be  misinterpreted  as 
indicating  low  motivation  when  in  fact  they  are 
manifestations  of  poverty  mixed  in  with  chemical 
dependency. 

2.  Education 

A  large  proportion  of  high-challenge  clients  may 
be  functionally  illiterate.  This  generally  correlates 
with  being  low-income. 

There  are  a  number  of  service  implications  in  ef¬ 
fectively  responding  to  this  population  and  these 
must  be  considered.  Heavy  reliance  on  written 
materials  should  be  avoided  to  effectively  reach 
this  population.  Treatment  plans  for  these  people 
need  to  include  steps  to  address  illiteracy  and  voca¬ 
tional  training  needs. 

3.  Family  Constellation 

Single  parents,  people  who  have  moved  to  a  new 
city  and  others  disconnected  from  their  families 
present  special  challenges  in  treatment.  They  not 
only  do  not  have  the  resources  of  a  family  com¬ 
mitted  to  their  recovery,  they  may  be  surrounded 
by  people  who  work  against  their  success. 

Their  families  who  would  normally  be  positive 
resources  may  no  longer  live  in  the  area  or  may 
no  longer  believe  that  the  dependent  spouse/son/ 
sister  can  be  helped.  The  current  friends  and 
associates  of  the  dependent  person  are  often  also 
chemical  abusers  and  may  actively  work  against 
the  recovery  process.  This  presents  a  double  chal¬ 
lenge:  1)  how  to  help  these  people  face  the  re¬ 
covery  process  without  the  family  assistance,  and 
2)  how  to  minimize  the  potential  negative  effects 
on  recovery  from  their  dependent  friends. 
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4.  Community  Tolerance 

Tolerance  for  alcohol  and  drug  abuse/dependen¬ 
cy  appears  to  be  higher  in  the  black  community 
than  in  the  white  community.  What  is  likely  behind 
this  tolerance  is  a  sense  of  powerlessness.  If  peo¬ 
ple  do  not  believe  that  meaningful  action  will  result 
when  they  make  reports  to  the  police  or  other 
authorities,  they  feel  a  loss  of  influence.  They  feel 
a  lack  of  control  over  their  environment  and  do 
not  take  actions  against  things  they  may  feel  are 
public  offenses.  Collectively,  this  lack  of  individual 
action  becomes  a  high  tolerance  for  social 
deviance. 

People  who  are  drunk  or  high  on  drugs  often  ex¬ 
hibit  offensive  behavior  towards  women,  children 
and  other  vulnerable  people.  This  is  an  example 
of  deviant  behavior  which  is  excessively  tolerated 
in  many  black  communities.  Because  there  are  not 
ready  actions  taken  against  such  behavior,  people 
engaging  in  it  do  not  feel  the  social  sanctions  that 
might  curb  it. 

Part  of  the  syndrome  of  high  denial  problems  like 
chemical  dependency  is  that  the  individual  will  try 
to  get  by  with  as  much  as  he/she  can.  The  indi¬ 
vidual  does  not  assume  responsibility  for  setting  - 
limits.  The  individual’s  impaired  judgement  (a 
result  of  the  use  of  alcohol  or  drugs)  frequently 


results  in  language  or  behavior  that  is  unacceptable 
to  others.  If  other  people  do  not  take  action  against 
this  offensive  behavior,  the  chemically  dependent 
person  does  not  have  to  face  any  negative  conse¬ 
quences.  This  serves  to  reinforce  the  objectionable 
behavior. 

When  the  community  does  not  set  and  enforce 
limits  in  any  meaningful  way,  the  effect  is  to  en¬ 
courage  social  deviance. 

Are  chemically  dependent  black  people 
more  likely  to  be  in  the  high-challenge 
category ? 

Yes.  Many  of  the  factors  associated  with  high- 
challenge  clients  are  primarily  the  result  of 
economic  issues.  Black  people  are  more  likely  to 
be  a  victim  of  these  economic  forces.  An  agency 
serving  black  clientele  must,  therefore,  be  prepared 
to  deal  with  these  issues. 

Keep  in  mind  that  it  is  the  lack  of  resources  that 
usually  determines  that  a  client  is  in  the  high- 
challenge  category.  Resources  can  take  many 
forms:  a  job,  an  education,  a  steady  income,  a  fami¬ 
ly,  friends,  etc.  An  individual  may  have  some  but 
not  all  of  these  resources,  but  any  of  them  is  a 
strength  to  build  on  when  addressing  chemical 
dependency. 
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IV.  Service  Delivery  System 


Two  aspects  of  the  service  delivery  system  are 
discussed  here:  Continuum  of  Care  and  Communi¬ 
ty  Relationships. 

A.  Continuum  of  Care 

Prior  to  the  1970’s,  chemical  dependency  services 
were  quite  limited.  Alcoholics  Anonymous  was 
both  treatment  and  aftercare  for  most  recovering 
people.  As  understanding  of  chemical  dependen¬ 
cy  has  increased,  chemical  dependency  services 
have  also  increased.  Since  the  1970’s  in-patient 
primary  treatment  became  very  popular,  because 
it  was  found  to  be  the  most  effective  way  to  begin 
recovery.  Other  services  such  as  intervention,  fami¬ 
ly  support,  co-dependency  treatment,  half-way 
houses,  three-quarter  houses,  and  intensive  initial 
aftercare  also  have  been  developed. 

What  is  the  Continuum  of  Care? 

The  Continuum  of  Care  refers  to  the  various  types 
of  chemical  dependency  services.  We  will  start 
with  three  major  types  of  services  and  then  expand 
these  to  five.  (It  needs  to  be  clear  that  there  is  no 
single  right  way  to  classify  services  on  a  Continuum 
of  Care.) 

There  are  three  broad  categories  of  services: 

Prevention 

Keeping  people  from  becoming  chemically 
dependent 

Treatment 

Getting  dependent  people  off  the  chemical 


Aftercare 

Refining  the  skills  learned  in  treatment  to  enhance 
long  term  recovery 

1.  Prevention  Services 

Prevention  Services  encompass  efforts  at  keeping 
people  not  currently  chemically  dependent  from 
becoming  so.  Prevention  efforts  are  often  (though 
by  no  means  exclusively)  directed  at  young  peo¬ 
ple  who  lack  the  information,  education  and  skills 
that  can  help  them  resist  the  pitfalls  of  chemical 
dependence. 

Prevention  services  can  be  divided  into  Primary 
Prevention  and  Secondary  Prevention. 

a.  Primary  Prevention  Services 

Primary  Prevention  Services  are  efforts  to  pre¬ 
vent  chemical  dependency  either  through 
reducing  the  demand  for  chemicals  or  through 
reducing  the  supply. 

Primary  prevention  focused  on  reducing  the  de¬ 
mand  includes  the  following  types  of  services: 

■  Promotional  efforts  to  raise  consciousness 
about  the  nature  of  chemical  dependency, 
its  harmful  effects,  etc. 

■  Educational  efforts  directed  at  specific 
target  groups  such  as  children  in  a  certain 
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age  group,  single  parents,  people  in  prison, 
children  of  alcoholics,  etc. 

■  Developing  coping  and  resistance  skills 
among  specific  populations,  especially 
young  people 

Primary  prevention  focused  on  reducing  the 
supply  of  alcohol  and  drugs  includes  the  fol¬ 
lowing  efforts: 

■  Challenges  to  the  current  alcohol  marketing 
practices,  i.e.  promoting  the  establishment 
of  warning  labels  on  alcoholic  beverages, 
and  making  efforts  to  decrease  the  dispro¬ 
portionately  intensive  advertising  of  alco¬ 
holic  beverages  in  the  black  community 

■  Law  enforcement  efforts  to  restrict  the 
supply  of  illegal  drugs 

b.  Secondary  Prevention  Services 

Secondary  Prevention  Services  are  directed  at 
a)  all  young  people  who  use,  and  b)  adults  who 
abuse.  Examples  of  Secondary  Prevention  Ser¬ 
vices  are: 

■  Mandatory  clinics  for  people  convicted  of 
driving  while  intoxicated  (DWI) 

■  Programs  in  schools  that  respond  to  use  in¬ 
cidents  among  students  by  bringing  in  the 
parents  for  formal  conferences  and  by  do¬ 
ing  formal  dependency  assessments  on  the 
students  who  are  known  to  use 


2.  Treatment  Services 

Treatment  services  are  those  initial,  fundamental 
services  that  respond  to  an  individual’s  problem 
of  chemical  dependency  and  the  family  problem 
of  co-dependency.  Treatment  services  are  focused 
on  initial  rehabilitation  of  the  chemically  depen¬ 
dent  person  and  the  family. 

Treatment  services  encompass  a  wide  array  of 
responses  to  chemical  dependency.  Normally,  a 
client  does  not  receive  all  of  the  treatment  services 


listed  below.  Instead,  a  client  typically  receives  two 
or  three  of  these  services.  Among  the  most  com¬ 
mon  treatment  services  are: 

■  Detoxification 

Detoxification  services  are  usually  needed  for 
two  groups  of  clients: 

a)  People  whose  physical  dependency  has 
progressed  to  the  point  where  the  process 
of  becoming  sober  or  chemically-free  might 
require  medical  supervision  in  order  to  pre¬ 
vent  negative  side-effects,  i.e.  delirium 
tremens;  and 

b)  People  whose  chemical  dependence  has 
resulted  in  behavior  that  violates  public 
norms/standards.  These  people  are  most 
often  arrested  by  the  police  and  taken  to  a 
detox  center  in  order  to  require  them  to  dry 
out  and  to  reduce  their  negative  impact  on 
others 

■  Assessment  &  Referral 

These  are  the  first  treatment  services  most 
clients  receive.  Assessment  is  the  process  of 
determining  if  the  individual  is  a  user,  abuser 
or  dependent.  Referral  is  directing  the  client 
to  the  appropriate  services  (e.g.  a  treatment 
center)  and  then  encouraging  the  client  and  to 
follow  through. 

■  Primary  Treatment 

Primary  treatment  refers  to  the  fundamental 
efforts  to  successfully  rehabilitate  a  chemical¬ 
ly  dependent  person.  There  are  two  main 
forms  of  primary  treatment: 

■  Inpatient  treatment 

The  client  is  housed  at  the  treatment  center  for 
a  period  of  time  that  most  commonly  ranges 
from  2  weeks  to  1  month  (though  in  some 
cases  it  can  be  longer).  The  client  receives  a 
mix  of  education,  counseling  and  skill  develop¬ 
ment  services  with  the  goal  of  recognizing,  ad¬ 
mitting  and  addressing  the  problem  of  chem¬ 
ical  dependency  and  beginning  the  recovery 
process. 
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■  Out-patient  treatment 

These  services  are  the  same  as  in-patient  treat¬ 
ment  services  with  the  difference  that  the  client 
continues  to  live  at  home  and  attend  the  treat¬ 
ment  sessions  and  counseling  several  times  a 
week. 

Primary  treatment  is  the  most  expensive  chemical 
dependency  service  on  a  cost-per-client  basis 
because  of  the  intensity  of  the  service.  In-patient 
treatment  is  obviously  much  more  expensive  than 
out-patient  treatment  because  the  client  is  housed 
at  the  treatment  center.  The  current  trend  is  toward 
out-patient  treatment  because  for  some  clients  it 
appears  to  be  as  effective  as  in-patient  and  it  is 
substantially  cheaper. 

3.  Aftercare  Services 

Aftercare  Services  are  those  that  follow  treatment, 
and  their  goal  is  to  assist  the  client  in  long  term 
recovery.  Aftercare  services  are  often  groups  (such 
as  Alcoholics  Anonymous  or  other  support  groups) 
which  meet  on  a  regular  weekly  basis.  Other  ex¬ 
amples  of  aftercare  services  are: 

■  Half-way  and  three-quarter  houses 

These  are  group  living  arrangements  for  clients 
who  need  a  supportive  environment  for  a 
longer  period  of  time 

■  Education  skill  development 

■  Vocational  skill  development 

■  Counseling  on  sexuality  and  relationships 


Figure  2  provides  an  illustration  of  one  way  of 
classifying  services  on  a  Continuum  of  Care.  ' 


Why  do  I  need  to  know  about  the  Continuum 
of  Care? 

The  Continuum  of  Care  concept  is  important  to 
understand  for  these  reasons: 

a.  Few,  if  any,  chemical  dependency  agencies  of¬ 
fer  all  services  that  may  be  needed  by  all  of  their 
clients.  This  means  that  chemical  dependency 


agencies  must  work  cooperatively  with  other 
service  providers  to  make  and  receive  referrals. 

b.  To  appropriately  develop  your  services,  you 
must  be  aware  of  what  services  already  exist, 
where  the  service  gaps  are,  and  how  your  services 
fit  into  the  larger  picture  of  the  chemical  de¬ 
pendency  service  network  in  your  community. 

c.  The  Continuum  of  Care  provides  a  tool  for 
looking  at  the  progression  of  services.  That  is 
really  all  the  Continuum  of  Care  is:  a  concep¬ 
tual  tool  to  help  you  understand  and  classify 
all  chemical  dependency  services  that  exist  in 
your  community. 


What  are  the  major  challenges  in  classify¬ 
ing  chemical  dependency  services  on  the 
Continuum  of  Care? 

You  should  be  aware  of  two  common  problems 
when  labeling  and  classifying  chemical  dependen¬ 
cy  services: 

1 .  Not  everyone  uses  the  same  terminology.  What 
we  call  Assessment  &  Referral,  for  example,  may 
be  called  Diagnosis/  Intervention  in  your  com¬ 
munity.  You  will  want  to  substitute  the  terms 
used  in  this  manual  with  the  terms  used  in  your 
area. 

2 .  Not  everyone  agrees  on  whether  a  service  is 
classified  as  prevention,  treatment  or  aftercare. 
An  example  is  service  to  people  in  high  risk 
groups  or  service  to  people  who  have  abused 
drugs  and  alcohol  but  are  not  dependent.  Some 
would  classify  such  services  as  secondary 
prevention  and  some  might  classify7  them  as 
treatment.  Another  example  is  three-quarter 
houses.  Some  might  classify  them  as  treatment 
and  some  might  say  they  are  aftercare. 

How  you  choose  to  classify  them  is  up  to  you. 
What  is  important  is  that  you  are  consistent  and 
also  aware  that  others  may  classify  them  differently. 
For  boundary  services,  that  is,  those  services  that 
fall  on  the  border  between  prevention  and  treat¬ 
ment  or  between  treatment  and  aftercare,  there 
isn’t  a  right/wrong  way  to  do  this. 
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Figure  2 


CONTINUUM  OF  CARE:  EXAMPLE  1 
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PREVENTION: 

Primary  Prevention 

■  Promotional  Efforts 

■  Educational  Efforts 

■  Developing  coping  or  resistance  skills 

■  Challenges  to  alcohol  marketing  practices 

■  Law  enforcement 

Secondary  Prevention 

■  Mandatory  clinics  for  DWI  offenders 

■  Parent  conferences  &  formal  assessments 
for  student  known  to  use 


TREATMENT 

■  Detoxification 

■  Assessment  &  Referral 

■  Primary  Treatment 

-  Inpatient 

-  Outpatient 


AFTERCARE 

■  Weekly  Groups,  i.e.  Alcoholics  Anonymous 

■  Half-way  &  Three-quarter  Houses 

■  Educational  Skill  Development 

■  Vocational  Skill  Development 

■  Counseling  on  Sexuality  &  Relationships 
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A  method  of  classifying  services  which  is  becom¬ 
ing  increasingly  accepted  has  5,  rather  than  3,  ma¬ 
jor  services.  In  this  Continuum  of  Care  the  major 
services  are: 

1 .  Prevention 

2.  De-toxification 

3.  Assessment  &  Referral 

4.  Treatment 

5 .  Aftercare 

The  reasons  for  adding  two  major  categories  are: 
a)  Many  professionals  do  not  consider  de-tox  to 
be  treatment.  De-tox  begins  the  process  of  physi¬ 
cally  ridding  the  body  of  chemicals  but  does  not 
address  primary  recovery  issues,  b)  Diagnosis  and 
Intervention  is  increasingly  regarded  as  a  distinct 
and  separate  process  from  treatment.  Third  party 
payers  for  treatment  (e.g.  government  and  insur¬ 
ance  companies)  often  require  that  diagnosis/inter¬ 
vention  be  done  by  different  agencies,  i.e.  not 
those  to  whom  the  client  is  referred  for  treatment. 
(The  reason  for  this  is  to  avoid  a  conflict  of  interest 
by  treatment  providers.) 

The  following  alternative  Continuum  of  Care  il¬ 
lustrates  the  point  made  previously  that  there  is 
no  one  right  way  to  classify  services. 


How  do  I  identify  the  alcohol  and  drug  ser¬ 
vices  currently  available  in  my  community? 

There  are  very  likely  lists  of  these  services  already 
compiled  by  others.  Some  places  to  look  are: 

Community- wide  information  and  refer¬ 
ral  services 

State  departments  on  alcohol  and  drug 
dependency  (often,  though  not  always, 
in  the  State  Health  Department) 

County  or  municipal  departments  on 
alcohol  and  drug  dependency 

You  may  have  to  make  a  few  phone  calls  to  find 
out  the  exact  name  of  these  government  depart¬ 
ments  and  where  they  are  housed,  but  with  a  little 
effort  you  will  be  able  to  find  them.  (You  might 
start  by  calling  the  state  health  department  and  ask¬ 
ing  what  state  agency  has  responsibilty  for  alcohol 
and  drug  dependency  services.) 


It  is  unlikely  that  you  will  find  all  chemical  depen¬ 
dency  services  listed  and  neatly  classified  on  a  Con¬ 
tinuum  of  Care.  It  is  more  likely  that  you  will  have 
to  locate  listings  of  treatment  providers,  and  after¬ 
care  and  prevention  services  by  separate  efforts 
and  then  pull  together  your  own  Continuum  of 
Care. 

Treatment  services  may  be  a  good  starting  place. 
You  will  want  to  first  obtain  a  list  of  all  treatment 
providers  and  then  subdivide  these  by  payment 
sources  accepted,  location,  and  other  variables  that 
may  tell  you  which  ones  your  clientele  are  likely 
to  use  and  which  ones  they  are  less  likely  to  use. 


What  is  the  best  way  to  organize  my  list  of 
services? 

As  you  assemble  lists  of  service  providers  you  need 
to: 

a.  Categorize  them  in  a  consistent,  useful  way.  For 
example,  you  might  get  a  list  of  treatment  pro¬ 
viders  with  in-patient  and  out-patient  mixed 
together.  You  may  want  to  separate  these  so 
you  have  all  in-patient  listed  together  and  all 
out-patient  listed  together. 

b.  Whether  you  put  this  information  on  a  com¬ 
puter  or  in  a  loose  leaf  notebook,  make  sure 
your  system  allows  you  to  easily  add  new  ser¬ 
vices  as  you  become  aware  of  them. 

c.  You  may  want  to  leave  room  for  ‘ ‘staff  notes” 
by  each  individual  provider.  As  you  make  refer¬ 
rals  to  the  various  treatment  agencies  you  may 
learn  of  policies  or  procedures  that  make  this 
a  particularly  good  or  not  so  good  environment 
for  your  clients.  You  want  to  have  a  way  to 
systematically  pass  this  information  along  to 
other  staff. 

The  order  in  which  you  gather  information  about 
chemical  dependency  providers  will  be  deter¬ 
mined  by  your  service  development.  If,  for  exam¬ 
ple,  Assessment  &  Referral  is  one  of  the  first  ser¬ 
vices  you  develop,  you  must  know  about  treat¬ 
ment  providers  because  you  will  be  making  refer¬ 
rals  to  them. 
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Figure  3 


CONTINUUM  OF  CARE:  EXAMPLE  2 


PREVENTION 


DETOXIFICATION 


ASSESSMENT  &  REFERRAL 


TREATMENT 


AFTERCARE 
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B.  Community  Relationships 

What  are  the  key  community  groups  I  must 
relate  to  in  setting  up  chemical  dependency 
services? 

There  are  four  groups  in  the  community  that  you 
will  need  to  establish  positive  relationships  with: 
chemical  dependency  service  providers,  correc¬ 
tions  service  personnel,  other  public  and  private 
service  providers  and  leadership  in  the  black 
community. 

1 .  Chemical  Dependency  Service  Providers 

As  you  first  develop  your  chemical  dependency 
services,  you  will  probably  be  making  referrals  to 
primary  treatment  and  other  chemical  dependen¬ 
cy  services.  These  referrals  are  more  likely  to  be 
accepted  and  handled  in  a  positive,  efficient  fashion 
if  you  know  the  procedural  steps  and  information 
needs  of  those  agencies  to  whom  you  refer  clients. 

The  most  effective  way  to  understand  their  ser¬ 
vices  and  needs  and  to  be  accepted  by  them  is  to 
make  in-person  site  visits  to  those  agencies.  You 
will  want  to  at  least  briefly  meet  the  administrator 
or  his/her  representative,  tour  the  facilities,  and  talk 
with  an  in- take  worker. 

These  site  visits,  while  time-consuming,  serve  a 
number  of  functions: 

■  You  will  learn  much  more  about  them  and  their 
actual  service  delivery  by  seeing  the  facility  and 
meeting  the  staff. 

■  This  is  an  excellent  form  of  outreach  for  in¬ 
forming  them  of  your  services.  Seeing  you  in 
person  will  make  your  services  a  reality,  and 
they  are,  thus,  more  likely  to  accept  referrals 
from  you  and  also  to  make  referrals  to  you. 

■  These  personal  contacts  often  allow  you  to 
learn  of  formal  and  informal  organizations  of 
chemical  dependency  service  providers  and 
may  be  an  avenue  for  you  to  become  a  part 
of  this  network. 

2.  Correctional  Service  Personnel 

Indications  are  that  a  high  percentage  of  people 
involved  in  crime  are  chemical  abusers  or 
chemically  dependent.  The  prevailing  philosophy 


among  those  employed  in  corrections  services  is 
sometimes  geared  more  towards  punishment  than 
rehabilitation. 

Offenders — both  first  time  and  repeaters — may 
never  have  received  chemical  dependency  treat¬ 
ment  services.  While  you  may  be  optimistic  that 
treatment  holds  the  promise  of  turning  an  in¬ 
dividual’s  life  around,  you  should  be  prepared  for 
the  real  possibility  that  corrections  service  staff  may 
be  very  pessimistic  about  the  probability  of  suc¬ 
cess  with  a  treatment  approach.  This  can  lead  to 
tensions. 

If  you  approach  corrections  staff  with  an  awareness 
of  their  possible  bias,  you  will  be  better  equipped 
to  respond  and  to  successfully  promote  treatment 
alternatives  to  additional  incarceration. 

The  various  kinds  of  correctional  services  you  need 
to  understand  and  establish  relationships  with 
include: 

■  Jails,  prisons  and  other  correctional  facilities 

■  Work  release  programs 

■  Courts 

■  Parole  and  probation  officers 

■  Police 

■  Public  defenders  and  legal  assistance  agencies 
that  represent  low  income  people 


3.  Other  Related  Service  Providers 

In  addition  to  learning  about  other  chemical 
dependency  service  providers,  there  are  public  and 
private  agencies  you  need  to  know  about  because 
they  are  likely  to  be  major  sources  of  client  refer¬ 
rals.  Examples  of  these  are: 

■  Schools 

If  you  plan  to  serve  young  people,  schools  can 
be  a  primary  referral  source.  Counseling  staff 
at  the  schools  can  tell  you  what  currently  is  and 
isn’t  being  done  for  chemically  dependent 
youths. 

■  Public  Assistance  or  Welfare  Services  (Aid  to 
Families  with  Dependent  Children,  General 
Assistance,  Child  Protection)  and  Public  Health 
Nurses 
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Social  workers  and  Public  Health  Nurses 
(PHN’s)  often  serve  a  gatekeeper  function.  In 
other  words,  they  have  access  to  information 
about  their  caseload  families  and  the  problems 
they  may  be  experiencing. 

It  is  often  erroneous  to  assume  that  these  social 
workers  and  nurses  are  fully  aware  of  available 
services  to  meet  their  client’s  needs.  Social 
workers  and  PHN’s  encounter  a  wide  array  of 
problems  and  needs,  and  often  do  not  have 
mechanisms  that  will  systematically  inform  and 
update  them  on  available  community  services. 

The  wisest  posture  is  not  to  assume  that  they 
do  know  about  all  available  services,  but  rather 
for  you  to  go  the  extra  mile  in  contacting  them 
and  updating  them  about  your  agency’s  ser¬ 
vices.  It  is  important  that  you  promote  a 
positive  relationship  with  these  staff.  They  can 
be  a  major  source  of  referrals  to  your  agency. 

Not  infrequently,  there  are  tensions  between 
case  workers,  most  particularly  child  protec¬ 
tion  workers,  and  their  clients.  It  is  critical  that 
you  have  a  professional  and  cooperative  pos¬ 
ture.  Alcohol  and  drug  abuse  are  often  com¬ 
mon  issues  in  cases  of  child  abuse  and  neglect. 
Parents,  however,  may  deny  the  chemical 
problems,  particularly  to  a  government  worker 
whose  power  they  both  fear  and  resent.  The 
parents  may  or  may  not  be  aware  of  the  harm 
caused  to  their  children.  Neglect  can  be  very 
apparent  to  friends  and  neighbors  but  invisi¬ 
ble  to  the  parent  who  is  chemically  dependent. 

If  you  can  maintain  a  positive  professional  rela¬ 
tionship  with  case  workers  so  that  suspected 
chemically  dependent  parents  can  be  referred 
to  you,  many  black  parents  will  get  services  that 
address  the  root  causes  of  their  problems. 

■  Family  Counseling  Agencies 

Chemical  dependency  problems  are  often 
identified  through  family  counseling,  so  these 
psychologists  and  social  workers  need  to  know 
about  your  agency  and  its  services. 

■  job  Training  Programs 

Examples  of  these  are  Opportunity  Industrial 


Centers  (OICs)  and  Job  Employment  Training 
Act  (JETA)  programs. 

■  Public  Housing  and  Community  Development 
Associations 


4.  Leaders  in  the  Black  Community 

Direct  referrals  to  your  agency  from  the  communi¬ 
ty  you  are  serving  are  more  likely  to  be  made  when 
your  agency  is  known  to  the  community  leaders. 
Examples  of  these  are: 

■  Clergy 

■  Black  community  agencies,  e.g.  recreation, 
training,  employment  and  anti-discrimination 

■  Fraternal  or  social  groups 

Because  chemical  dependency  is  a  high-denial  pro¬ 
blem,  you  often  need  to  reach  the  target  popula¬ 
tion  through  others  who  will  make  referrals  to  you. 
Gaining  community  trust  and  acceptance  so  these 
referrals  will  be  made  is  a  major  challenge.  Often, 
community  leaders  do  not  understand  the 
dynamics  of  chemical  dependency  and  must  be 
educated  as  to  its  nature  and  prevalence. 

Can  our  agency  take  an  active  stand  on 
political  issues  in  the  community? 

To  maintain  cooperative  long-term  relationships 
with  the  community  served  and  other  service  pro¬ 
viders,  you  will  want  to  maintain  a  low  profile  on 
political  issues. 

Political  issues  are  often  controversial  and  divisive. 
You  need  to  gain  acceptance  by  the  black  com¬ 
munity,  by  service  providers  and  also  by  funders. 
This  requires  a  clear  focus  on  issues  that  directly 
affect  chemical  dependency  and  avoiding  political 
issues  not  directly  related.  Political  neutrality  may 
sometimes  appear  to  threaten  positive  relationships 
in  the  short  run,  (i.e.  when  community  activists 
want  your  agency  to  take  a  posture  on  political 
issues),  but  generally  is  effective  in  the  long  run. 


16 


Figure  4 
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V.  Funding  &  Regulations 


Chemical  dependency  services  are  controlled  in 
two  ways  by  powers  outside  the  provider:  1)  gov¬ 
ernment  regulation  and  2)  restrictions  imposed  by 
funders. 

A.  Government  Regulation 

What  is  government  regulation  and  where 
does  it  come  from? 

Government  regulation  can  come  from  the  federal, 
state,  county  or  municipal  level.  Regulations  vary 
from  state  to  state  so  you  must  find  out  on  your 
own  the  nature  and  types  of  laws  or  regulations 
that  exist  in  your  area.  Some  common  types  of 
regulations  are: 

1 .  Licensure  Requirements 

In  order  to  operate  a  treatment  facility  (as  well  as 
other  types  of  chemical  dependency  services) 
licensure  may  be  required.  These  licensing  re¬ 
quirements  are  usually  intended  to  provide  quali¬ 
ty  control  and  may  cover  such  things  as  physical 
space,  staff  qualifications,  services  provided  and 
provisions  for  client  confidentiality.  Where  such 
licensure  is  required,  it  generally  applies  to  public 
and  private  facilities  alike.  Licensure  may  not  be 
necessary  for  the  services  you  will  be  offering 
directly,  but  you  need  to  be  aware  of  it  because 
it  likely  has  an  effect  on  other  agencies  to  whom 
you  will  be  referring  clients. 

2.  Certification 

Certification  is  like  licensure  with  the  difference 
that  licensure  generally  applies  to  an  agency  and 
certification  generally  applies  to  an  individual.  Cer¬ 
tification  may  be  required  for  professional 
counselors,  e.g.  psychologist  or  social  worker. 


3.  Diagnostic  Criteria  &  Diagnostic  Tools 

Units  of  government  and  insurance  companies  may 
require  adherence  to  certain  diagnostic  criteria  and 
may  require  use  of  specific  diagnostic  tools. 
(Diagnostic  criteria  are  simply  the  factors  you  use 
to  determine  that  a  person  is  or  is  not  chemically 
dependent.  Diagnostic  tools  are  the  questionnaires 
or  devices  you  use  to  measure  these  factors.)  Since 
you  may  be  offering  Assessment  &  Referral  Ser¬ 
vices,  you  need  to  know  if  there  are  governmen- 
tally-prescribed  or  insurance-driven  diagnostic 
criteria  and  tools  that  you  should  be  using. 

You  need  to  research  this  before  you  select 
diagnostic  criteria  and  tools  for  your  Assessment 
&  Referral  Program,  or  you  may  find  yourself  at 
odds  with  the  agencies  to  whom  you  refer  clients, 
and  there  may  be  questions  about  government 
reimbursement  for  services. 

4.  Standard  Setting  on  Service  Requirements 

In  an  effort  to  ensure  quality  services,  and  also  to 
control  costs,  governments  often  establish  specifi¬ 
cations  on  what  must  be  included  in  a  service  and 
minimum  and  maximum  amounts  of  service.  A 
unit  of  government  might  specify,  for  example, 
staff/client  ratios,  or  the  minimum  number  of  ser¬ 
vice  hours  a  client  is  to  receive  in-patient  or  out¬ 
patient  treatment. 

5.  Managerial  Requirements 

There  are  a  variety  of  common  managerial  re¬ 
quirements,  such  as: 

-  The  agency  has  a  functioning  board  of  directors. 

-  There  is  demonstrated  board  review  of 
programs. 

-  There  is  an  annual  audit  by  a  Certified  Public 
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Accountant. 

-  The  agency  has  a  fidelity  bond. 

-  The  agency  has  liability  insurance. 

-  The  agency  has  non-profit  tax  status. 

-  The  agency  has  an  affirmative  action  policy. 

-  The  agency  provides  periodic  financial  and 
programmatic  reports  to  funders. 

It  is  critical  that  you  are  aware  of  these  require¬ 
ments  and  adhere  to  them. 


6.  Facility  Safety  &  Accessibility 

There  can  be  a  variety  of  governmental  agencies 
that  have  regulations  that  apply  to  your  facility. 
One  of  the  more  obvious  is  public  safety  codes  that 
regulate  physical  conditions  in  order  to  minimize 
fire  or  other  hazards. 


There  may  also  be  codes  requiring  your  facility  to 
be  accessible  to  disabled  people.  You  will  want  to 
be  aware  of  such  regulations  prior  to  planning  ser¬ 
vices  and  especially  before  you  undertake  any 
physical  renovation  in  your  facility. 


B.  Conditions/Limitations  Imposed 
by  Funders 

Who  are  the  major  funders  of  primary 
chemical  dependency  treatment  services? 

Private  insurance  includes  all  health  insurance 
carriers  as  well  as  health  maintenance  organizations 
(HMOs).  People  who  have  full  time  employment 
generally  have  private  insurance  through  their 
employers. 

Government  programs  include  those  offered 
by: 

-  The  Veterans  Administration  for  people 
who  have  served  in  the  military 

-  Medicare  for  older  people 

-  Medicaid  for  people  on  public  assistance 
such  as  AFDC  or  GA 

-  Special  programs  for  low  income  people 
not  covered  by  any  of  the  above  mentioned 
programs 


What  kinds  of  conditions  do  private  insur¬ 
ance  companies  and  government  place  on 
primary  treatment  and  why  do  they  impose 
these  conditions? 

Health  insurance  companies  and  government  pro¬ 
grams  have  their  own  individual  coverage  spec¬ 
ifications  on  primary  treatment  because  it  is  cost¬ 
ly.  There  are  also  different  theories  on  which  type 
of  primary  treatment  is  most  effective. 

The  kinds  of  conditions  and  limitations  funders 
establish  include  regulations  on  eligibility,  specific 
services  covered,  specific  types  of  facilities  the 
client  can  go  to,  and  specific  lengths  of  time  dur¬ 
ing  which  the  client  can  be  treated. 

Primary  treatment  providers  (the  facilities)  operate 
within  a  maze  of  different  regulations.  You  must 
have  some  understanding  of  this  whole  system  if 
you  are  to  be  successful  in  making  appropriate 
referrals  to  primary  treatment  facilities. 

Assessment  &  Referral  Program  staff  can  anticipate 
experiencing  some  frustration  in  not  being  able  to 
obtain  the  appropriate  type  or  level  of  care  for  their 
clients  or  in  being  able  to  place  clients  in  a  facility 
best  situated  geographically.  To  operate  effectively, 
Assessment  &  Referral  Program  staff  must  under¬ 
stand  the  larger  picture:  primary  treatment  is  deter¬ 
mined/limited  by  the  funding  source  that  will  pay 
for  the  individual  client.  It  does  no  good  to  try  to 
persuade  a  treatment  facility  to  take  your  clients: 
they  likely  do  not  have  the  power  to  make  such 
decisions.  Primary  treatment  facilities  accept  clients 
in  accordance  with  the  reimbursement  regulations/ 
restrictions  imposed  by  the  funder. 

Does  this  mean  I  cannot  send  a  client  to  the 
facility  /  think  is  best  suited  for  him/her? 

It  might.  There  are  three  factors  that  affect  what 
services  an  individual  client  will  get: 

1 .  The  diagnosis  of  client  problem  and  extent  of 
needs 

2 .  The  source  of  payment  (insurance  or  govern¬ 
ment  program)  that  will  cover  the  cost  of 
treatment. 

3.  Availability  of  openings  in  those  facilities 
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Figure  5 


SOURCES  OF  OUTSIDE  INFLUENCE 
ON  YOUR  AGENCY’S  SERVICES 
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covered  by  the  funder  and  the  types  of  services 
offered  in  those  facilities. 

The  program  manager  may  be  caught  between  two 
forces:  1)  client  needs  as  described  and  advocated 
by  your  staff,  and  2)  restrictions  and  regulations 
by  funding  sources.  These  are  each  very  power¬ 
ful  forces  and  there  is  frequently  conflict  between 
them.  This  can  become  a  source  of  great  frustra¬ 
tion  if  it  is  not  anticipated. 

Both  program  managers  and  staff  must  learn  to 
delineate  what  they  can  control  and  what  they  can¬ 
not  control.  You  must  be  aware  of  restrictions  and 
limitations  imposed  on  the  chemical  dependency 
primary  treatment  services  you  can  access  for  your 
clients.  You  must  be  prepared  to  live  within  these 
constraints  (at  least  in  the  short  run)  or  you  will 
be  expending  substantial  energy  working  against 
something  you  are  powerless  to  change. 

Why  do  I  have  to  learn  about  all  these 
regulations  and  restrictions  imposed  by 
funders? 

Funder  regulations  and  restrictions  are  important 
because:  a)  they  affect  what  services  are  available 
to  individual  clients;  b)  they  affect  the  nature  of 
the  services  funders  will  pay  your  agency  to  pro¬ 
vide;  and  c)  they  affect  the  documentation  of  client 
needs  and  services  provided. 

A  chemical  dependency  agency  does  not  exist  in 
a  vacuum;  it  exists  inside  a  very  sophisticated  and 
complicated  maze  of  regulations  from  the  various 
funders.  To  effectively  operate  in  this  environment, 
the  program  manager  must  become  familiar  with 
those  regulations.  They  must  be  taken  into  con¬ 
sideration  before  the  agency’s  programs  are  de¬ 
signed.  Such  regulations  might  affect  all  of  an  agen¬ 
cy’s  chemical  dependency  programs,  but  are  par¬ 
ticularly  critical  for  Assessment  &  Referral  Services. 

Below  are  two  brief  examples  of  the  types  of  dilem¬ 
mas  these  funding  restrictions  can  produce. 

Example  1:  Staff  believe  thatjohnjones  definitely 
needs  in-patient  treatment.  The  only  funder  who 
will  pay  for  Jones’  treatment,  however,  has  restric¬ 
tions  that  say  John  Jones  is  only  eligible  for  outpa¬ 
tient  treatment. 


The  program  manager  must  be  prepared  to  pro¬ 
vide  the  leadership  that  gets  staff  to  accept  such 
restrictions  at  least  in  the  short  run.  Changing  these 
restrictions  will  likely  involve  documentation  and 
substantial  advocacy  by  the  agency  administrator 
and  others.  This  takes  time  and  cannot  be  done 
for  individual  clients.  Changes  must  be  made  for 
categories  of  clients. 

Example  2 :  In  order  to  have  clients  eligible  for 
primary  treatment  services,  your  staff  must  keep 
detailed  client  records  which  they  think  are  ex¬ 
cessive  and  somewhat  irrelevant.  They  say  that  all 
this  paper  work  keeps  them  from  offering  service 
to  clients. 

Here  again,  the  program  manager  must  demon¬ 
strate  leadership  so  that  staff  understand  those  con¬ 
ditions  that  are  readily  subject  to  change  and  those 
that  are  not.  As  tedious  as  record  keeping  might 
be,  it  may  be  necessary  for  others  outside  your 
agency  such  as  funders  or  primary  treatment  agen¬ 
cies).  If  this  is  not  something  subject  to  change  by 
you,  then  it  must  be  accepted  and  adhered  to. 

Why  should  I  anticipate  that  my  staff  will 
resist  the  regulations  and  paperwork? 

Regulations  are  often  the  most  difficult  for  line  staff 
to  understand  and  accept  because  they  must  do 
the  paperwork  but  don’t  see  the  usefulness  or  ap¬ 
plication  of  this  work.  Paperwork  is  always  some¬ 
what  tedious.  It  is  especially  so  when  the  people 
doing  the  recording  do  not  need  this  information 
for  their  own  work.  Line  staff  have  fewer  oppor¬ 
tunities  than  administrative  staff  to  see  things  from 
the  perspective  of  funders  or  other  agency  pro¬ 
viders  and  to  therefore  understand  why  and  how 
this  information  is  critical  to  others. 

Program  managers  not  only  need  to  address  this 
in  staff  training  but  also  need  to  specifically  address 
this  topic  on  a  periodic  basis.  Program  managers 
can  promote  a  broader  perspective  for  line  staff 
by  discussing  the  topic  on  occasion  at  staff  meet¬ 
ings  and  also  by  noting  and  rewarding  staff  for  their 
compliance  with  record  keeping  which  they  might 
otherwise  perceive  as  busy  work.  The  task  of  do¬ 
ing  paper  work  should  be  included  in  the  job  des¬ 
cription  and  time  allowed  to  ensure  that  staff 
understand  it  is  expected  and  has  a  high  priority. 
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What  happens  if  I  choose  to  not  pay  attention 
to  regulations  and  paperwork  requirements ? 

An  agency  that  does  not  have  an  adequate  under¬ 
standing  of  funder  regulations/restrictions  and  does 
not  demonstrate  compliance  with  record  keeping 
has  a  high  probability  of  failing.  Many  of  these 
regulations  are  based  on  experience  and  are  direct¬ 
ed  at  ensuring  high  quality  service.  Others  are 
motivated  by  cost-containment  concerns.  Whether 
an  administrator  likes  or  does  not  like  them  is  of 
minimal  importance.  An  effective  administrator 
learns  to  live  within  these  realities. 

The  administrator  must  a)  be  aware  of  these  regula¬ 


tions,  b)  have  this  understanding  reflected  in  the 
design  of  the  agency’s  programs  and  procedures, 
and  c)  take  a  leadership  role  with  staff  so  they  are 
willing  to  work  cooperatively  with  other  agencies 
within  the  restrictions  to  which  each  is  subject. 

While  you  may  not  be  offering  treatment  services, 
you  may  be  developing  an  Assessment  &  Referral 
Program.  You  cannot  make  appropriate  referrals 
to  treatment  facilities  until  you  understand  the 
issues  involved  in  who  will  pay  for  your  client’s 
primary  treatment. 

Figure  6  graphically  illustrates  the  paperwork 
dilemma. 
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Figure  6 

THE  PAPERWORK  DILEMMA 
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—  PRESSURES  ON  ADMINISTRATOR  — 


AGENCY/PROGRAM  ADMINISTRATORS 

Administrators  are  responsible  for  establishing  record¬ 
keeping  procedures  to  ensure  that: 

a)  client  and  service  records  are  designed  to  enhance 
routine  collection  of  necessary  data; 

b)  staff  comply  by  obtaining  and  recording  this  data; 

c)  there  is  a  system  for  tallying  and  summarizing  data 
that  ensures  timely  submission  of  reports 


PRESSURES 

ON 

STAFF 


RESISTANCE 

FROM 

STAFF 


PROGRAM  STAFF 

Program  staff  are  responsible  for  data  collection  and  recording.  These  staff  need: 

a)  time  allotted  for  record  keeping 

b)  encouragement  and  periodic  reminders  as  to  why  it  is  necessary 

c)  recognition  for  compliance 
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VI.  Agency  Management 


Agency  management  is  a  very  broad  topic  and  only 
some  key  issues  will  be  discussed  here.  These  are 
divided  into  a)  staff  issues;  b)  board  issues;  c)  needs 
assessment  &  survey  of  community  services;  d) 
long  range  planning  issues;  e)  financial  manage¬ 
ment;  and  f)  program  funding. 

A.  Staff  Issues 

What  are  the  critical  factors  in  managing 
agency  staff? 

Effective  management  of  staff  is  premised  on: 

•  Hiring  qualified  staff  based  on  job  descriptions 
that  clearly  relate  to  the  services  to  be  offered, 

•  Devising  and  adhering  to  clear  policies  and  pro¬ 
cedures  for  establishing  staff  expectations,  for 
holding  staff  accountable,  for  reviewing  their 
performance,  and  for  responding  to  grievances, 
and 

•  Promoting  growth  and  skill  development 
among  staff. 

How  do  / find  qualified  staff? 

Qualifications  for  providing  chemical  dependen¬ 
cy  services  can  come  through  two  very  different 
routes:  1)  traditional  formal  education  from  col¬ 
leges  and  universities,  and  2)  experience  of  being 
a  successfully  recovering  person. 

Staff  in  the  first  category  sometimes  lack  the  kind 
of  insight  that  comes  with  having  been  there.  They 
may  need  additional  training  to  gain  a  better 
understanding  of  the  dynamics  of  dependency. 


of  first  hand  understanding  but  may  lack  flexibili¬ 
ty  in  their  approach  to  clients  and  in  their  recep¬ 
tivity  to  new  developments  in  the  field.  Recover¬ 
ing  staff  are  frequently  wedded  to  what  worked 
for  them  and  this  sometimes  leads  to  an  overly  rigid 
posture  with  regard  to  treatment  strategies. 

Staff  in  each  of  the  two  categories  sometimes  feel 
threatened  by  staff  in  the  other  category.  Managers 
generally  need  to  show  leadership  to  get  the  staff 
with  different  backgrounds  to  learn  from  each 
other  rather  than  to  feel  threatened  or  intimidated. 

How  do  I  know  which  types  of  backgrounds 
are  best  for  my  staff? 

A  mix  of  staff  with  both  types  of  backgrounds  can 
produce  a  very  positive  balance  in  an  agency.  They 
can  compliment  each  other  nicely,  particularly  if 
an  administrator  is  sensitive  to  both  the  assets  and 
limitations  of  each  group.  Such  awareness  is  best 
demonstrated  by  the  training  the  administrator 
prescribes  for  each  staff  person.  It  may  also  be 
possible  to  find  staff  with  both  backgrounds,  i.e. 
a  college  educated,  recovering  person. 

What  are  the  key  indicators  of  a  positively 
functioning  staff? 

One  of  the  most  important  barometers  in  any 
organization  is  staff  morale.  This  deserves  special 
mention  here  because  staff  providing  chemical 
dependency  services  are  under  pressure  to  respond 
to  client  needs.  As  stated  earlier,  because  of  fun¬ 
ding  restrictions  it  is  often  not  possible  to  obtain 
for  clients  those  services  staff  think  are  most 
appropriate. 

Staff  can  experience  the  greatest  frustration  when 
they  try  to  respond  to  those  clients  with  the 
greatest  needs.  The  administrator  is  most  in  touch 


Staff  in  the  second  category  have  the  strong  asset 
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with  the  funders’  perspective  and  most  likely  to 
understand  the  funding  restrictions.  Staff  are  less 
aware  of  these  issues  and  more  in  touch  with  client 
needs.  If  an  administrator  does  not  make  ongoing 
efforts  to  communicate  the  funding  issues  to  staff, 
the  administrator  can  soon  be  seen  as  part  of  the 
problem. 

The  administrator  must  establish  and  maintain  a 
positive  tone  and  take  a  dynamic  approach  to  solv¬ 
ing  problems.  The  administrator  cannot  expect 
staff  to  understand  all  of  the  administrative  con¬ 
straints  within  which  the  agency  operates  but 
neither  should  he/she  totally  shield  staff  from  these 
realities.  It  is  an  issue  of  balance. 

One  determinant  of  staff  morale  is  providing  them 
opportunities  for  input  and  participation  in 
decision-making  on  the  agency  direction.  The 
critical  issue  here  is  not  if  staff  should  participate, 
but  where  it  is  appropriate  for  them  to  participate. 

Administrators  can  make  errors  at  either  end  of  the 
spectrum:  they  can  be  too  controlling  and  not 
allow  for  sufficient  input  from  their  staff  or  they 
can  abrogate  their  management  responsibility  by 
inappropriately  allowing  staff  to  make  decisions 
beyond  their  knowledge,  experience  and  respon¬ 
sibility.  This  is,  again,  an  issue  of  balance. 

One  guideline  is  to  consider  the  effect  of  the  deci¬ 
sions  on  staff.  Those  decisions  which  impact  direct¬ 
ly  and  in  important  ways  on  a  staff  person’s  pro¬ 
fessional  work  should  not  be  made  before  the  staff 
person’s  perspective  is  considered.  Considering  the 
staffs’  perspective,  however,  is  not  the  same  as 
allowing  them  to  make  the  decision,  and  this,  too, 
should  be  clear.  The  administrator  needs  to  sincere¬ 
ly  solicit  and  consider  input  from  the  staff,  and  then 
take  responsibility  for  whatever  decision  is  made. 
Even  when  the  administrator’s  decision  is  contrary 
to  that  which  the  staff  would  make,  their  accep¬ 
tance  of  this  decision  is  generally  greater  when  they 
have  had  the  opportunity  to  be  heard. 

In  developing  new  programs,  it  is  particularly  im¬ 
portant  that  the  administrator  identify  major  areas 
where  decisions  need  to  be  made.  When  this  does 
not  occur,  staff  will  fill  the  void  with  their  own 
decisions/practices.  It  is  very  difficult  for  an  ad¬ 
ministrator  to  reclaim  decisions  he/she  has,  by 
default,  allowed  the  staff  to  make.  These  situations 


often  turn  into  we/they  issues  where  what  is  most 
functional  can  become  secondary  to  wanting  to 
do  it  “the  way  we  always  have  done  it”. 

What  are  some  of  the  most  common  causes 
of  low  staff  morale? 

Low  staff  morale  usually  results  from  1)  unclear 
expectations,  2)  lack  of  adequate/appropriate 
supervision,  3)  lack  of  opportunity  to  develop  their 
skills,  and  4)  lack  of  systematic  feedback  on 
performance. 

Many  of  these  issues  can  be  addressed  by  setting 
up  a  system  that  includes: 


1.  Job  descriptions 

A  job  description  should  contain  a  description  of 
the  primary  tasks  and  responsibilities  and  the 
qualifications  necessary  to  be  able  to  perform  these. 
Job  descriptions  need  to  be  periodically  review¬ 
ed  and  revised  as  you  develop  your  services.  This 
is  never  fun  but  it  is  necessary. 

It  is  completely  legitimate  to  revise  the  duties  in 
a  job  description  and  to  increase  the  qualifications 
of  staff,  but  what  must  accompany  this  change  is 
providing  opportunities  for  your  staff  to  increase 
and  develop  their  skills  through  on-the-job  or  out¬ 
side  training. 

2.  Clear  lines  of  authority  and  clear  expec¬ 
tations  of  supervisors/managers 

Just  as  you,  as  a  manager,  have  a  right  to  hold  your 
staff  accountable  to  quality  performance  on  those 
general  tasks  outlined  in  the  staff  job  descriptions, 
your  staff  has  a  right  to  clear  guidance  and  super¬ 
vision.  This  topic  is  too  broad  and  complex  to  be 
treated  here  in  detail,  but,  briefly,  the  issue  is  clarity 
on  responsibility  and  authority. 

In  most  cases,  when  you  assign  staff  responsibili¬ 
ty  for  certain  tasks,  you  should  also  give  them  the 
authority.  If  your  staff  has  the  responsibility  to  carry 
out  certain  tasks  but  not  the  authority  to  make  deci¬ 
sions  necessary  to  carry  out  those  tasks,  this  im¬ 
plies  close  supervision  and  ready  availability  of  the 
supervisor  to  assist  with  those  decisions. 
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3.  Clarity  on  timing  and  basis  of  perfor¬ 
mance  reviews  and  adherence  to  those 
guidelines 

Staff  should  know  in  advance  when  performance 
reviews  will  occur  and  what  the  basis  of  assessing 
their  performance  will  be.  They  should  know  if 
the  performance  review  will  be  followed  by  a 
possible  salary  adjustment. 

There  should  also  be  an  appeal  process  for  staff 
who  are  unhappy  with  their  performance  reviews. 
(Such  an  appeal  process  is  typically  handled  by  a 
personnel  committee  from  your  agency  board.) 


4.  Ongoing,  clear  communication  channels 

A  variety  of  communication  channels  are  possible: 
periodic  group  staff  meetings,  periodic  individual 
meetings  between  supervisor  and  staff,  or  ad  hoc 
meetings  based  on  the  need  that  meets  specified 
criteria. 

The  issue  here  is  establishing  a  balance  between 
sufficient  communication  between  staff  and  super¬ 
visors,  on  the  one  hand,  and  not  creating  a  com¬ 
plete  dependency  by  staff  on  management,  on  the 
other  hand. 


Figure  7 


AGENCY  MANAGEMENT  ISSUES 
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B.  Board  Issues 

If  you  have  an  agency  with  a  purpose  outside 
chemical  dependency  and  are  now  starting  a 
chemical  dependency  program,  you  will  likely 
benefit  from  creating  a  specific  committee  of  your 
board  that  might  also  include  people  not  on  your 
board.  You  will  probably  find  it  helpful  to  include 
people  who  a)  are  successfully  recovering  from 
chemical  dependency,  and  b)  representatives  with 
a  professional  background  in  chemical 
dependency. 

Why  do  I  need  a  special  committee  for 
chemical  dependency  services? 

It  is  possible  that  some  of  your  current  board 
members  do  not  understand  the  dynamics  of 
chemical  dependency  and  if  you  do  not  have  a 
mechanism  such  as  a  special  technical  committee, 
this  might  negatively  affect  your  program  develop¬ 
ment.  You  need  to  have  a  respected  group  of 
volunteers  who  can  objectively  assess  issues  and 
present  these  to  the  board. 

It  is  not  impossible  or  unlikely  that  one  or  two  of 
your  board  members  may  be  chemically  depen¬ 
dent  and  denying  it.  When  this  occurs,  it 
sometimes  results  in  them  denying  the  problem 
in  others  and  your  agency’s  need  to  respond.  This 
is  a  sensitive  issue  and  one  you  will  be  best 
prepared  to  deal  with  if  you  have  board  or  com¬ 
mittee  members  who  are  informed  and  can  wise¬ 
ly  address  and  make  recommendations  on  chem¬ 
ical  dependency  issues. 

What  is  the  appropriate  role  for  an  agency 
board? 

The  issue  of  what  is  the  appropriate  role  for  an 
agency  board  and  what  is  the  appropriate  role  for 
agency  management  is  a  significant  one  that 
depends  on  what  stage  the  organization  is  in. 

We  define  three  stages  that  organizations  can  be  in: 

1.  Developmental 

New  agencies  in  their  initial  years  of  opera¬ 
tion  are  in  the  developmental  stage.  Agencies 
that  add  sizable  new  programs  or  are  in  other 
ways  experiencing  major  redirection  are  also 
in  the  developmental  phase. 


2.  Steady  Operational 

This  phase  occurs  when  there  has  been  steady 
program  direction  without  major  changes 
and  with  indicators  of  positive  management, 
such  as: 

-  Adequate  fundraising 

-  Budget  compliance 

-  Appropriate  service  delivery 

-  Competent  staff  with  average  turnover 

-  Positive  public  image 

-  Positive  client  outcomes 

3.  Problematic  Operational 

This  phase  occurs  when  there  are  indicators 
of  major  problems  such  as: 

-  Inadequate  fundraising 

-  Serious  lack  of  budget  compliance 

-  High  staff  turnover 

-  Inadequate  or  inappropriate  services 

-  Inadequate  client  outcomes 

-  Negative  public  image 

Appropriate  board  involvement  is  dependent  on 
the  stage  an  agency  is  in.  Agencies  in  the  first  and 
third  stages  (Developmental  and  Problematic 
Operational)  require  more  active  board  involve¬ 
ment.  In  these  stages,  agency  management  is  fac¬ 
ing  problems:  either  because  the  agency  is  under¬ 
taking  new  activities  or  because  there  are  indica¬ 
tions  that  agency  management  is  not  performing 
adequately.  In  either  situation  the  board  should  be 
very  actively  involved. 

Agencies  in  the  second  stage  (Steady  Operational) 
do  not  require  the  same  level  of  board  involve¬ 
ment.  The  indicators  are  that  agency  management 
is  functioning  adequately  and  appropriately. 

Board  involvement  can  be  viewed  as  a  point  on 
a  continuum  as  shown  below: 


EXTREMES  OF  BOARD  INVOLVEMENT 

Weak . Over-controlling 
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Whether  or  not  a  board’s  involvement  is  labeled 
as  weak  or  over-controlling  is  dependent  on  the 
nature  of  their  involvement  relative  to  the  stage 
an  agency  is  in.  Indicators  of  weak  board  involve¬ 
ment  are: 

-  Low  attendance  at  meetings 

-  Low  level  of  activity  by  board  committees 

-  No  ongoing  check  by  board  officers  of 
committee  business 

-  Board  knowledge  of  agency  comes  solely 
through  the  executive  director;  board 
members  are  relatively  unaware  of  funders’ 
and  community  perception  of  the  agency 

-  Board  members  serve  out  of  loyalty/friend¬ 
ship  to  the  executive  director  and  thus  do 
not  act  as  a  check  on  the  executive 

-  Board  members  have  a  low  level  of 
knowledge  of  the  agency’s  service  and  pro¬ 
gram  areas 

-  There  is  a  low  level  of  adherence  to  writ¬ 
ten  board  policies  and  procedures 

Indicators  of  an  over-controlling  board  are  that 
management  decisions  are  made  by  the  board.  Ex¬ 
ample  of  this  are: 

-  Staff  hiring  and  firing  decisions 

-  Design  of  the  service  delivery  specifics ,  i .  e . 
what  services,  the  sites,  hours,  delivery 
style,  etc. 

-  Preparation  of  grant  applications 

An  important  point  is  that  board  activities  ap¬ 
propriate  to  an  agency  in  a  Problematic  Operational 
stage  (where  greater  board  involvement  is  clearly 
necessary)  can  be  inappropriate  when  an  agency 
is  in  a  Steady  Operational  stage. 

C.  Needs  Assessment  and  Survey  of 
Community  Services 

What  does  “ needs  assessment”  mean? 


Needs  assessment  refers  to  an  inventory  or  estimate 
of  people  with  specific  types  of  problems  or  needs. 
Prior  to  planning  any  new  program,  a  needs  assess¬ 
ment  should  be  done  to  determine  the  following: 

1 .  The  number  of  people  in  the  target  population 
who  are  experiencing  a  specific  need  you  wish 
to  address 

An  example  is  black  people  who  are  chemical¬ 
ly  dependent.  If  this  target  population  is  your 
focus,  you  need  to  assess  the  number  of  peo¬ 
ple  in  that  category.  You  do  not  want  an 
estimate  of  all  people  who  are  chemically 
dependent,  only  those  who  are  black. 

The  target  population  of  interest  might  be  nar¬ 
rowed  even  further.  You  might,  for  example, 
initially  focus  on  chemically  dependent  black 
adults.  If  that  were  the  case,  you  would  want 
an  estimate  of  adult  black  people  who  are 
chemically  dependent. 

2.  The  geographic  location  of  those  people 
you  wish  to  serve 

If  you  are  located  in  a  large  city,  it  is  unlikely 
that  you  can  successfully  serve  people  in  the 
entire  metropolitan  area.  It  is  more  likely  that 
you  can  only  reasonably  serve  clients  from  areas 
in  relatively  close  proximity  to  your  agency. 
This  is  not  just  an  issue  of  distance  but  also  an 
issue  of  public  transportation  routes  (that  enable 
clients  to  easily  get  to  you)  or  your  ability  to 
provide  transportation  to  clients. 

3 .  Other  needs  of  the  client  population  you 
wish  to  serve 

You  need  to  have  a  mechanism  for  assessing 
other  client  needs  besides  the  primary  problem 
of  chemical  dependency.  Examples  of  this  are: 

a)  Is  it  likely  that  clients  will  be  single  mothers 
who  may  therefore  need  transportation  and  day 
care  assistance? 

b)  Is  it  likely  that  clients  will  be  unemployed 
and,  therefore,  ultimately  need  job  skill  devel¬ 
opment? 

c)  Is  it  likely  that  clients  will  be  illiterate  which 
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has  significant  implications  for  your  program 
style  as  well  as  the  ability  to  provide  or  refer 
them  to  education  services? 

How  do  /  go  about  assessing  these  needs? 

One  way  to  start  this  process  of  needs  assessment 
is  to  locate  and  use  existing  data.  Examples  of  data 
sources  are: 

-  Census  data 

Data  from  the  United  States  Census,  taken 
every  10  years,  will  be  in  public  libraries 
as  well  as  community  planning  agencies. 

-  Community  planning  studies 

In  large  metropolitan  areas,  there  is  often  a  com¬ 
munity  planning  agency  located  in  city  or  county 
government  which  may  have  some  very  helpful 
population  statistics. 

-  Health  Departments 

State  and  local  health  departments  have 
vital  statistics  which  can  often  be  of  use. 

-  United  Ways/United  Funds 

Your  local  United  Way  or  United  Fund  may 
have  planning  studies  which  could  be 
useful. 

-  Urban  League 

The  local  Urban  League  often  has  data  on 
black  people  in  the  community. 

-  National  Studies 

There  are  a  variety  of  studies  conducted 
which  specifically  document  the  needs  of 
black  people. 

Rarely  will  data  from  any  of  these  sources  give  you 
exactly  what  you  need.  You  are  unlikely  going 
to  find  data  on  the  incidence  of  chemical 
abuse/dependency  among  black  people  in  the 
geographic  area  you  would  like  to  serve. 

Instead,  you  will  more  likely  find  pieces  of  data 


that  you  must  then  pull  together.  Here  is  an 
example: 

Community  planning  studies  based  on  cen¬ 
sus  data  establish  an  estimate  of  the  number 
of  black  people  living  in  an  approximate 
geographic  area  to  that  which  your  agency 
can  serve. 

Using  this  number  of  black  people,  you 
multiply  it  by  a  percentage  you  have  obtain¬ 
ed  from  a  national  study  that  suggests  that  12 
percent  of  black  people  are  chemically  depen¬ 
dent.  You  might  then  reasonably  estimate  the 
number  of  chemically  dependent  black  peo¬ 
ple  in  your  service  area. 

Why  do  I  have  to  be  able  to  document  the 
needs  of  the  target  population? 

There  are  two  reasons: 

1 .  This  will  help  you  realistically  plan  and 
develop  your  services. 

You  shouldn’t  assume  that  you  know  where 
the  target  population  is  and  what  their  needs 
are.  Such  assumptions  are  often  wrong  in  one 
or  more  ways  and  can  be  very  costly  to  an 
agency. 

2.  Potential  funders  generally  require 
documentation  of  need  before  they  will 
consider  funding. 

Funders  want  to  enhance  the  probability  that 
the  projects  they  fund  will  succeed.  They 
generally  look  unfavorably  on  agency  requests 
for  support  where  there  are  inadequate  signs 
of  sound  planning. 

Should  I  conduct  my  own  needs  assessment 
study? 

Not  without  very  careful  consideration.  Needs 
assessment  studies  are  usually  very  costly  to  con¬ 
duct  and  there  are  many,  many  things  that  can  go 
wrong. 

Prior  to  conducting  a  needs  assessment  study  you 
should  consult  with  a  qualified  researcher  to  help 
with  the  study  design,  estimate  of  resources  re- 


29 


quired,  and  to  develop  a  plan  for  data  summary, 
analysis  and  interpretation. 

A  common  problem  with  needs  assessment  studies 
conducted  by  people  unfamiliar  with  the  process 
is  that  much  attention  is  given  to  the  interview  form 
and  the  process  of  conducting  the  interviews, 
while  little-to-no  attention  is  given  to  how  that  data 
will  be  summarized,  analyzed  and  interpreted.  The 
result  is  that  once  the  data  is  obtained,  it  is  never 
successfully  processed  and  utilized. 

A  common  and  erroneous  assumption  is  that  an 
agency  can  conduct  a  survey  and  then  give  it  to 
a  person  with  research  training  who  will  complete 
the  rest  of  the  work.  This  is  not  a  wise  approach 
and  is  rarely,  if  ever,  effective. 

Funders  generally  understand  that  it  is  not  feasi¬ 
ble  for  you  to  conduct  a  needs  assessment  study 
on  your  own.  They  usually  accept  the  fact  that  you 
will  use  existing  data  and  make  estimates  based  on 
that  data.  You  should  not  feel  that  you  must  docu¬ 
ment  the  exact  number  and  nature  of  people  in 
need. 


What  is  a  survey  of  community  services? 

A  survey  of  community  services  is  the  counterpart 
to  needs  assessment.  Let  us  assume  you  have  ob¬ 
tained  a  reasonable  estimate  of  the  needs  of  the 
target  population.  You  cannot  safely  assume  that 
all  these  clients  will  need  or  use  your  services 
because  there  may  be  other  agencies  that  are 
already  offering  such  services. 

The  goal  in  service  planning  is  to  obtain  a 
reasonable  estimate  of  unmet  client  needs. 

First  you  need  to  have  an  estimate  (based  on  data) 
of  the  size  of  the  target  population  experiencing 
a  given  need,  i.e.  chemical  dependency.  Then  you 
need  to  know  what  other  agencies  offer  services 
that  respond  to  that  need. 

A  survey  of  community  services  is  much  the  same 
as  what  was  described  earlier  in  the  Service 
Delivery  System  section  of  this  manual.  In  subsec¬ 
tion  A.  Continuum  of  Care,  it  was  explained  that 
you  need  to  know  who  the  other  service  providers 
are  and  what  services  they  offer. 


Once  you  have  assembled  your  Continuum  of 
Care,  you  might  find  that  there  are  agencies  that 
offer  chemical  dependency  services  located  in 
reasonable  proximity  to  the  target  population  you 
wish  to  serve.  The  next  question  is  are  those  agen¬ 
cies  successfully  reaching  black  clients?  Are  they 
offering  culturally  specific  services  which  are 
necessary  for  many  black  people  to  feel  comfor¬ 
table  and  accepting?  If  the  answer  is  no,  you  may 
be  able  to  make  an  effective  case  for  service 
development  by  your  agency. 


D.  Long  Range  Planning 

Who  is  responsible  for  developing  a  long 
range  plan  for  my  agency? 

It  is  the  administrator’s  responsibility,  working 
with  the  agency  board,  to  develop  and  adhere  to 
a  long  range  plan  which  guides  the  agency  in  pro¬ 
gram  expansion  and  service  development.  Two 
issues  are  of  particular  importance  here: 

1 .  Integrity  of  focus 

An  agency  must  make  a  concerted  effort  to  not  try 
to  be  all  things  to  the  primary  group  served. 

Why?  The  most  ready  sources  of  funding 
may  be  available  for  other  related  services 
for  black  people . 

It  can  be  very  tempting  for  an  agency  director  to 
follow  available  funding,  i.e.  to  expand  and  re¬ 
direct  programming  in  accordance  with  the 
priorities  of  funders. 

Funding  is  often  earmarked  for  minority  com¬ 
munities  to  address  problems  such  as  teenage 
pregnancy,  illiteracy,  job  skill  development,  family 
violence,  etc.  Despite  the  availability  of  these  funds, 
an  agency  with  the  primary  purpose  of  address¬ 
ing  chemical  dependency  must  resist  the  tempta¬ 
tion  to  pursue  easy  money  and  instead  work  harder 
to  obtain  funding  specifically  for  chemical 
dependency. 

2.  Staged  growth 

Agency  services  should  grow  in  accordance  with 
the  agency’s  demonstrated  ability  to  effectively 
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manage  current  programs  and  finances. 

Why?  What  is  wrong  with  rapid  growth? 

Growth  for  growth’s  sake  is  not  positive.  Rapid 
growth  in  an  agency’s  services  can  cripple  develop¬ 
ment  of  sound  management  procedures  which 
often  results  in  diluting  the  effectiveness  of  those 
services.  A  stable  agency  needs  written  policies  and 
procedures,  a  system  of  accountability  to  verify 
compliance  with  them,  and  a  track  record  based 
on  experience  to  demonstrate  that  the  system 
works. 

All  growth  should  be  in  accordance  with  a  long 
range  plan.  If  unanticipated  opportunities  for 
growth  arise,  they  must  be  weighed  very  careful¬ 
ly  against  the  current  management  capability  and 
the  anticipated  positive  and  negative  consequences 
of  such  growth. 


E.  Financial  Management 

What  is  included  in  financial  management? 

Financial  management  includes: 

1 .  Developing  sources  of  on-going  funding  as  well 
as  discretionary  funding. 

2.  Flaving  an  annual  audit  by  a  Certified  Public 
Accountant. 

3 .  Hiring  a  qualified  bookkeeper  or  contracting 
with  a  service  agency  to  maintain  adequate 
records  and  handle  financial  transactions  in  a 
methodical  fashion  that  adheres  to  acceptable 
standards.  This  entails  clear  fiscal  accountability 
and  separation  of  funds  by  a)  funding  source 
and  b)  by  program. 

The  ability  to  account  for  all  funds  by  funding 
source  and  program  is  often  not  a  simple  mat¬ 
ter.  It  requires  a  cost  accounting  system  of 
reasonable  sophistication  for  agencies  that  have 
several  funders  across  several  program  areas. 

4.  Devising  a  system  (computerized,  if  possible) 


of  financial  records  that  will  provide  ready  ac¬ 
cess  to  information  on  the  current  status  of 
revenues  and  expenditures. 

What  is  so  important  about  financial 
management? 

Inadequate  financial  management  can  result  in 
sloppy  or  ill-  thought-out  practices  that  open  the 
doors  to  abuse.  This  can  happen  as  a  result  of 
misunderstanding  or  as  a  result  of  staff  taking  ad¬ 
vantage  of  the  lack  of  controls.  It  is  the  responsibili¬ 
ty  of  the  administrator  to  establish  controls  that 
minimize  the  likelihood  of  this  occurring.  Funders 
expect  their  money  to  be  used  in  accordance  with 
a  stated  plan. 

Wasted,  stolen  or  misappropriated  dollars  can  be 
avoided.  At  stake  is  the  existence  of  your  programs 
and  the  credibility  of  your  agency. 

Inadequate  financial  management  means  funds 
may  be  spent  for  unintended  purposes.  This  can 
ultimately  lead  to  the  loss  of  funding  which  can 
lead  to  the  demise  of  the  agency.  Proven  ability 
to  wisely  manage  agency  and/or  program  funding 
is  always  important  to  funders.  It  is  basic  and 
expected. 

Your  ability  to  set  up  appropriate  controls  and 
manage  your  agency  or  program  resources  well 
means  you  will  be  able  to  get  the  most  services  to 
clients  for  the  least  dollars.  This  often  becomes  the 
cornerstone  of  your  reputation  in  the  community. 

F.  Program  Funding  Sources 

Funding  sources  for  chemical  dependency  pro¬ 
grams  can  be  divided  into  two  groups:  1)  start  up 
funding  and  2)  ongoing  funding. 

What  are  sources  of  start-up  funding  for  a 
new  chemical  dependency  program? 

Foundations  are  a  key  source  of  start-up  funding. 
If  there  is  a  community  foundation  in  your  area, 
that  is  often  an  excellent  potential  funding  source. 
There  are  directories  of  foundations  for  each  state 
in  public  libraries.3  Foundations  located  in  your 


3  The  Foundation  Directory  11th  Edition  (compiled  by  The  Foundation  Center,  New  York,  1 987)  is  a  helpful  resource 
You  will  find  it  in  the  Reference  Section  of  the  public  library. 
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state  will  be  listed  and  information  provided  on 
each  foundation,  such  as:  the  foundation’s  funding 
priorities;  the  amount  of  money  they  awarded  last 
year;  the  largest  and  smallest  grants;  who  to  con¬ 
tact;  whether  they  want  a  complete  proposal  or 
a  letter  of  inquiry,  etc. 

You  will  want  to  pay  particular  attention  to  two 
factors  when  you  consider  to  whom  you  might 
submit  a  proposal: 

a .  The  geographic  area  the  foundation  serves 

Some  foundations  are  statewide;  some 
serve  several  states;  some  serve  a  section 
of  the  state  or  a  specific  metropolitan  area. 
The  geographic  areas  a  foundation  services 
are  usually  clearly  stated. 

There  are  natiohal  foundations  that  will 
fund  grants  in  all  parts  of  the  country. 
These  foundations  generally  make  larger 
and  often  multi-year  grants,  but  the  com¬ 
petition  for  the  money  may  be  great. 

b.  The  foundation’s  stated  priorities 

Foundations  nearly  always  have  stated  - 
priorities.  Sometimes  these  are  quite 
specific  and  sometimes  they  are  general. 
You  will  want  to  look  for  priorities  that 
include  chemical  dependency  /drug  abuse 
and  problems  of  racial  minorities. 

Foundations  usually  prefer  to  support  new  efforts 
(as  opposed  to  providing  money  for  ongoing 
operating  support).  Since  you  may  be  developing 
a  new  program,  it  is  likely  you  can  obtain  support 
from  one  or  more  foundations. 

Many  of  the  larger  foundations  will  make  grant 
awards  for  2  or  3  years,  whereas  smaller  founda¬ 
tions  typically  award  grants  for  only  one  year  at 
a  time. 

Should  /  apply  for  one  year  funding  or 
multi-year  funding? 

If  you  can  obtain  multi-year  funding,  it  will  pro¬ 
vide  much  more  stability  in  your  program.  Suc¬ 
cessfully  obtaining  a  3  year  grant  from  one  foun¬ 
dation  often  makes  it  easier  to  attract  additional 


funding  from  other  foundations.  Hiring  experienc¬ 
ed  staff  is  much  easier  if  you  have  multi-year  fun¬ 
ding  because  there  is  more  job  security. 

Developing  a  new  program  is  always  a  major 
undertaking.  You  will  ease  the  task  of  scrambling 
for  dollars  every  year  if  you  can  successfully  ob¬ 
tain  a  multi-year  grant. 

Developing  a  multi-year  grant  also  forces  you 
towards  more  long-range  planning.  You  need  to 
consider  anticipated  growth  in  your  program  and 
the  attendant  staffing  needs.  While  the  work  it  takes 
to  develop  a  multi-year  proposal  to  a  foundation 
is  usually  greater  than  developing  a  one  year  pro¬ 
posal,  the  benefits  both  in  improved  planning  and 
stability  of  resources  far  exceed  the  task. 

What  are  the  sources  of  ongoing  funding 
for  chemical  dependency  programs? 

There  are  a  variety  of  potential  sources.  Some  of 
the  main  ones  are: 

•  State,  county  or  municipal  funding 

Funding  through  units  of  government  can 
be  either  purchase  of  service  or  a  general 
program  grant.  There  are  increasingly  a 
variety  of  funding  sources  for  chemical 
dependency  services  and  many  regard  ser¬ 
vices  to  racial  minorities  as  high  priority, 
which  can  give  you  a  competitive 
advantage. 

•  United  Way 

While  United  Ways  often  do  not  fund  new 
programs,  they  are  generally  a  potential 
source  of  funding  once  your  program  has 
been  in  operation  for  one  or  more  years. 

•  Smaller  foundations 

Smaller  foundations  will  often  make  limited 
grants  on  an  annual  basis  to  agencies  ad¬ 
dressing  a  need  they  see  as  critical.  There 
are  likely  a  variety  of  foundations  in  your 
area  that  place  a  high  priority  on  chemical 
dependency  or  problems  of  racial  min¬ 
orities  and  they  may  be  willing  to  make  an¬ 
nually  determined  grants  to  your  program. 
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VII.  Co-Dependency 


A.  Introduction 

The  condition  of  co-dependency  was  first  iden¬ 
tified  by  people  in  the  chemical  dependency  field 
who  recognized  dysfunctional  behaviorial  patterns 
among  the  spouses  and  children  of  chemically 
dependent  people.  In  the  past  few  years  co¬ 
dependency  has  gained  increasing  attention  from 
clinicians,  researchers,  spouses  and  children  of 
chemically  dependent  people  and  chemically 
dependent  people  themselves  who  became  aware 
that  they  were  also  co-dependent.  There  are  a  large 
number  of  recent  books  written  from  various 
perspectives  on  this  topic.  A  variety  of  theories  are 
currently  being  developed,  and  it  is  probably  safe 
to  assume  that  this  theory  development  will  con¬ 
tinue  during  the  next  few  years. 

As  more  attention  is  given  to  the  condition  of  co¬ 
dependency,  some  clinicians  assert  that  this  pro¬ 
blem  is  not  limited  to  families  where  there  is 
chemical  dependency,  but  may  be  a  culturally- 
induced  phenomenon.  IBCA’s  focus  in  co¬ 
dependency  services  is  on  families  where  there  is 
chemical  dependency.  The  information  provided 
below,  however,  includes  discussion  of  one  theory 
that  views  the  problem  as  larger  than  families 
where  there  is  a  chemically  dependent  person. 


B.  Description  of  Co-Dependency 

What  is  co-dependency? 

Co-dependency  is  a  dysfunctional  condition  usual¬ 
ly  produced  or  exacerbated  by  living  with  a 
chemically  dependent  person  for  an  extended 
period  of  time.  Two  common  relationships  that 
may  produce/exaggerate  co-dependence  are  1)  the 
spouse  or  lover  of  a  chemically  dependent  person 


and  2)  the  children  of  a  chemically  dependent 
parent. 

1 .  Spouse/lover  of  a  chemically  dependent 
person 

This  group  is  primarily,  though  not  exclusively 
women.  There  are  probably  two  reasons  for  this. 
The  first  is  that  men  are  far  more  likely  to  leave 
a  chemically  dependent  spouse/lover,  whereas 
women  are  likely  to  stay  with  a  man  who  suffers 
from  chemical  dependency.  Sticking  by  a  non¬ 
recovering  chemically  dependent  person  usually 
has  a  price  and  that  price  is  often  becoming 
co-dependent. 

The  second  reason  why  women  are  more  often 
co-dependent  than  men  is  because  of  the  traditional 
role  of  women  as  the  family  caretaker.  Looking 
after  other  people  is  by  no  means  a  negative  role. 
The  problem  occurs  only  when  boundaries  are  lost 
and  the  woman  does  things  only  for  others  and 
her  perception  of  their  needs.  She  loses  her  iden¬ 
tity  as  an  independent  person.  This  loss  of  boun¬ 
daries  and  identity  is  the  condition  of 
co-dependency. 


How  does  co-dependency  manifest  itself? 

Characteristic  of  women  who  are  co-dependent 
is  the  lack  of  a  sense  of  self.  These  people  define 
themselves  almost  entirely  though  others.  If  they 
were  to  list  the  ten  most  important  things  in  their 
lives,  they  themselves  would  be  eleventh  (in  other 
words,  not  on  the  list). 

Co-dependents  often  appear  to  be  caring,  loving 
people  who  will  do  anything  for  others  but 
underneath  that  exterior  is: 
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a)  a  person  trying  to  control  things  she  can¬ 
not  control  and  things  she  should  not  be 
trying  to  control; 

b)  a  person  out  of  touch  with  her  own  needs 
and  desires; 

c)  a  person  who  neglects  herself  to  the  point 
she  is  very  subject  to  high  stress  diseases, 
such  as  gastritis,  ulcers,  sleep  disorders, 
headaches  and  high  blood  pressure. 

Co-dependency  can  be  a  subtle  condition  in 
women.  Those  who  believe  women  should  play 
a  role  that  is  secondary  to  men  and  who  believe 
a  woman’s  role  is  primarily  that  of  a  caretaker  put¬ 
ting  the  needs  of  her  man  above  her  own  needs 
may  not  understand  the  potentially  dysfunctional 
results  of  these  expectations.  They  may  not  unders¬ 
tand  why  it  is  that  same  woman  has  difficulty  with 
decisions,  cannot  express  simple  preferences,  feels 
excessive  responsibility  for  the  actions  of  others, 
becomes  frequently  depressed  and  physically  ill. 

Due  to  a  lack  of  information  and  education,  severe 
manifestations  of  co-dependency  are  often  first 
recognized  when  the  chemically  dependent  man 
is  recovering  (and  his  expectations  of  the  woman 
change  but  she  doesn’t  change)  or  when  the  man 
leaves  the  woman. 

In  either  case  the  woman  has  lost  her  role  of  liv¬ 
ing  through  someone  else  and  lacks  a  self-definition 
that  will  allow  her  to  adapt  and  change.  She- 
genuinely  does  not  know  her  own  likes  and  in¬ 
terests  because  she  has  lost  touch  with  who  she  is. 

Does  co-dependency  cause  problems  for  the 
recovering  spouse? 

Co-dependeny  can  produce  problems  for  recover¬ 
ing  people  whose  co-dependent  spouse  will  not 
let  go.  These  people  (usually  men)  face  the  dilem¬ 
ma  that  their  wives  will  not  allow  them  to  share 
in  certain  responsibilities.  They  may  still  not  be 
trusted  with  the  checkbook,  for  example,  even 
though  they  have  an  extended  period  of  being 
chemically  free. 


It  is  very  difficult  for  co-dependent  people  to 
change  even  though  their  spouse  is  now  recover¬ 
ing.  Co-dependent  women  often  hold  onto  their 
old  role  despite  the  fact  it  is  no  longer  appropriate 
nor  functional.  It  can  be  extremely  difficult  for  the 
women  to  part  with  old  roles  until  they  get  signifi¬ 
cant  guidance  on  how  to  change  and  get  in  touch 
with  their  inner  self  and  feelings. 

2.  Children  of  Chemically  Dependent 
Parents 

These  are  often  referred  to  as  COAs  (children  of 
alcoholics).  Children  who  live  in  a  family  where 
one  or  both  parents  are  chemically  dependent  are 
required  to  live  by  certain  unspoken  but  very 
powerful  rules.  Some  of  these  rules  identified  by 
Robert  Subby  in  Lost  in  the  Shuffle 4  are: 

1 .  It’s  not  okay  to  talk  about  problems. 

2 .  It’s  not  okay  to  talk  about  or  express  our 
feelings  openly. 

3.  Don’t  address  issues  or  relationships 
directly.  (Instead  communication  usually 
goes  through  a  third  person.) 

4 .  Always  be  strong,  always  be  good,  always 
be  perfect. 

5.  Don’t  be  selfish. 

6.  Do  as  I  say.  .  .  not  as  I  do. 

7.  It’s  not  okay  to  play. 

Children  of  chemically  dependent  people  are  not 
allowed  to  grow  up  normally  as  children  but  in¬ 
stead  become  little  adults  very  early  in  life  taking 
on  responsibilities  way  beyond  their  years. 

The  don’t  talk  rule  combined  with  assuming  adult 
responsibilities  means  these  children  often  lose  the 
ability  to  be  spontaneous.  They  lose  touch  with 
their  own  feelings  which  they  are  not  allowed  to 
express. 


4  Subby,  Robert,  Lost  in  the  Shuffle ,  Health  Communications  Inc.,  Pompano  Beach,  Florida,  1987. 
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Very  often  the  role  models  available  to  COA’s  are: 
1)  a  chemically  dependent  parent  and  2)  a  co¬ 
dependent  parent.  It  is,  therefore,  not  surprising 
they  often  grow  up  with  seriously  dysfunctional 
thinking. 

Children  of  alcoholics  are  more  likely  than  others 
to  become  chemically  dependent  themselves.  Sub- 
by  maintains  that  long  term  recovery  for  them  is 
dependent  not  just  on  addressing  the  chemical 
dependency  issues  but  on  addressing  their  co¬ 
dependency  as  well. 


C.  Recent  Developments  in  the  Field 
of  Co-Dependency 

Co-dependency  is  currently  both  challenging  and 
interesting  because  so  much  work  is  being  done 
by  so  many  people  to  better  understand  the 
condition. 

The  term  co-dependency  has  been  defined  dif¬ 
ferently  by  people  in  the  fields  of  chemical 
dependency  and  mental  health.  Inconsistent  defini¬ 
tions  have  been  paired  with  different  approaches 
to  treatment. 

Two  different  approaches  to  co-dependency  will 
be  discussed  here  as  examples  of  recent  theoretical 
developments  in  this  field.  Staff  employed  to  work 
on  co-dependency  treatment  programs  should  be 
encouraged  to  read  recent  publications  because 
theories  in  this  area  are  in  a  rapid  state  of 
development. 

Approach  1:  Timmen  L.  Cermak,  M.D. 

Dr.  Cermak  argues  for  establishing  diagnostic 
criteria  for  assessing  co-dependence  that  would  be 
in  the  style  of  DSM-III.  He  proposes  the  following 
criteria: 

A.  Continued  investment  of  self-esteem  in  the 


ability  to  control  both  oneself  and  others  in  the 
face  of  serious  adverse  consequences. 

B.  Assumption  of  responsibility  for  meeting 
other’s  need  to  the  exclusion  of  acknowledg¬ 
ing  one’s  own. 

C.  Anxiety  and  boundary  distortions  around  in¬ 
timacy  and  separation. 

D.  Enmeshment  in  relationships  with  personality 
disordered,  chemically  dependent,  other  co¬ 
dependent,  and/or  impulse  disordered 
individuals. 

E.  Three  or  more  of  the  following: 

1 .  Excessive  reliance  on  denial 

2.  Constriction  of  emotions  (with  or 
without  dramatic  outbursts) 

3.  Depression 

4.  Hypervigilance 

5.  Compulsions 

6.  Anxiety 

7.  Substance  abuse 

8.  Has  been  (or  is)  the  victim  of  recurrent 
physical  or  sexual  abuse 

9.  Stress-related  medical  illnesses 

10.  Has  remained  in  a  primary  relationship 
with  an  active  substance  abuser  for  at 
least  two  years  without  seeking  outside 
help.5 

Dr.  Cermak’s  approach  appears  to  require  a 
psychiatrist,  psychologist  or  other  professional 
with  clinical  training.  The  diagnosis  of  co¬ 
dependence  is  predicated  on  a  professional,  clinical 
background. 


5  Cermak,  Timmen  L.,  M.D.  Diagnosing  and  Treating  Co-Dependence ,  Johnson  Institute  Books,  Minneapolis, 
Minnesota,  1986. 
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Approach  2:  Ann  Wilson  Schaef 

Dr.  Schaef  provides  a  list  of  characteristics  of  co¬ 
dependence  that  is  more  readily  understandable 
to  people  outside  the  field  of  psychotherapy.  The 
characteristics  she  lists  are: 

1 .  External  referencing 

Schaef  sees  this  as  the  primary 
characteristic  of  co-dependence  and  is 
manifested  in  relationship  addiction, 
cling-clung  relations,  lack  of  boundaries, 
impression  management  and  not  trusting 
one’s  own  perceptions. 

2.  Caretaking 

This  includes  making  oneself  indis¬ 
pensable  and  being  a  martyr 

3.  Physical  illness 

4.  Self-centeredness 

5.  Control  Issues 

6.  Feelings 

This  includes  being  out  of  touch  with 
one’s  feelings  and  distorted  feelings. 

7.  Dishonesty 

8.  Being  critical 

9.  Gullibility 

10.  Loss  of  morality 

1 1 .  Fear,  rigidity  and  judgmentalism6 

Schaef  discusses  co-dependence  in  its  cultural  con¬ 
text.  She  sees  the  disorder  as  a  cultural  problem 
with  deep  roots  in  a  number  of  our  institutions. 
She  specifically  assesses  how  the  family,  the  educa¬ 
tional  system  and  the  church  teach  people  to  be 
co-dependent. 


Schaef  also  discusses  co-dependence  in  the  con¬ 
text  of  the  women’s  movement: 

It  seems  to  be  no  accident,  then,  that  many 
of  the  characteristics  of  the  non-liberated 
woman  are  also  those  that  are  emerging  as 
characteristic  of  the  (male  or  female)  co¬ 
dependent:  low  self-esteem;  passivity;  not 
taking  care  of  yourself  physically,  emotional¬ 
ly,  spiritually,  and  or  psychologically;  com¬ 
promising  yourself;  ignoring  your  personal 
morality;  perfectionism ;  and  so  on. 7 

Schaef  s  exploration  of  the  cultural  basis  of  co¬ 
dependence  has  critical  treatment  implications. 
While  there  is  clearly  a  need  to  provide  treatment 
to  individual  co-dependents,  the  larger  need  is  for 
systems  change  in  order  to  stop  developing  such 
dysfunctions  in  people. 

There  may  be  a  clear  application  of  Schaef  s 
theories  to  racial  minorities  who  have  suffered 
persecution  and  discrimination.  Just  as  women 
have  had  their  appropriate  role  defined  by  men, 
so  black  people  have  had  their  appropriate  role 
defined  by  whites.  In  both  cases  these  appropriate 
roles  require  compliance  and  self-sacrifice  to  the 
benefit  of  men  or  whites  and  to  the  self-detriment 
of  women  and  blacks. 

The  I.B.C.A  Approach:  Issues 

1 .  Roots  of  Co-Dependency 

What  are  some  factors  besides  chemical 
dependency  that  have  contributed  to 
co-dependency? 

Co-dependent  behavior  is  often  adopted  as  a  sur¬ 
vival  technique.  Until  the  last  two  or  three  decades, 
both  women  and  racial  minorities  were 
systematically  excluded  from  various  types  of 
higher  education  and  jobs  that  would  make  them 
economically  self-sufficient.  When  groups  of  peo¬ 
ple  are  economically  dependent  on  others,  it  is  a 
matter  of  survival  to  conform  to  the  role  expecta¬ 
tions  of  those  in  power.  As  obstacles  to  higher 
education  and  jobs  are  removed,  old  behaviors 


6  Schaef,  Anne  Wilson,  Co-Dependence  Misunderstood-Mistreated,  Harper  and  Row,  New  York,  N.Y.,  1986. 

7  Ibid,  page  10. 
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associated  with  dependence  may- be  more  ap¬ 
propriately  assessed  as  dysfunctional. 

It  is  neither  fair  nor  just  to  consider  people’s  cur¬ 
rent  behavior  without  regard  to  the  past  conditions 
that  produced  that  behavior  and  without  regard 
to  recent  changes  in  the  society  itself  that  now 
makes  that  behavior  dysfunctional. 

Retraining  young  people  into  new  ways  of  think¬ 
ing  (non-co-dependent)  can  provide  them  an  im¬ 
portant  tool.  The  issue,  however,  becomes  more 
complicated  with  older  people.  If  there  is  not  an 
acknowledgment  and  understanding  of  the  sur¬ 
vival  aspect  of  developing  co-dependent  thinking 
among  older  people  (particularly  women),  we  are 
clearly  blaming  the  victims;  in  fact  we  are  blam¬ 
ing  the  survivors  for  successfully  adapting  to  an 
unjust  society. 

Many  characteristics  of  co-dependents  (getting 
one’s  self  definition  from  others,  playing  the  role 
of  caretaker,  putting  others  well  being  above  one’s 
own,  displacing  one’s  own  desires  with  those  of 
a  loved  one)  are  characteristics  of  what  society  once 
thought  a  good  wife  and  mother  should  be. 

Women’s  role  is  even  more  complicated  among 
traditional  and  lower  income  blacks  where  in  ad¬ 
dition  to  playing  the  caretaking  role,  women  may 
have  been  expected  to  provide  financial  support 
as  well.  (This  was  the  result  of  white  society  mak¬ 
ing  it  easier  for  black  women  to  find  employment 
than  black  men.)  This  added  responsibility  for 
black  women  does  not  fundamentally  change  the 
nature  of  the  co-dependency  they  experience;  it 
only  makes  it  more  complicated. 

There  is  no  easy  answer  for  how  to  address  co¬ 
dependency.  In  some  communities  (particularly 
in  rural  areas  and  among  less  educated  people)  ex¬ 
pectations  of  women  still  conform  to  behavior  that 
is  co-dependent.  The  question  then  arises:  is  it 
possible  to  treat  an  individual  outside  the  cultural 
context  in  which  she  lives? 

Is  co-dependency  the  same  as  being  a  con¬ 
cerned  person? 

No.  The  distinction  between  concerned  persons 
and  co-dependency  is  an  important  one.  Concern¬ 
ed  persons  include  family  members,  friends, 


employers  or  others  close  to  a  chemically  depen¬ 
dent  individual.  These  people  may  or  may  not  be 
co-dependent. 

2.  Degrees  of  Co-dependency 

We  see  co-dependency  as  a  point  on  a  continuum 
rather  than  an  either/or  condition.  In  other  words, 
there  are  degrees  of  co-dependency.  We  consider 
co-dependency  within  the  context  of  a  family  with 
a  chemically  dependent  person.  This  is  not  to  say 
that  co-dependency  exists  only  in  chemically 
dependent  families,  but  that  is  the  focus  of  our  ser¬ 
vices.  We  acknowledge  that  co-dependency  may 
have  been  caused/promoted  by  other  factors  apart 
from  the  relationship  with  the  chemically  depen¬ 
dent  person.  Three  levels  of  co-dependence  are: 

a.  Tolerant 

This  person  might  lack  education  about 
chemical  dependency  and,  as  a  result,  not 
understand  the  problem  and  inadvertently 
engage  in  enabling  behaviors.  This  person  may 
also  exhibit  less  severe  manifestations  of 
co-dependency. 

b.  Adaptive 

This  person  alters  her  behavior  to  cope  with 
the  chemically  dependent  person.  She  typical¬ 
ly  has  a  high  investment  in  the  relationship  and 
does  not  want  to  sacrifice  it.  She  engages  in 
enabling,  adaptive  and  protective  behaviors,  to 
some  extent  compulsively.  She  is  generally 
economically  and/or  emotionally  dependent  on 
the  chemically  dependent  person. 

c.  Pathological 

This  person  operates  according  to  shame-based 
rules  and  gets  her  self-definition  only  through 
others.  This  individual  is  obsessive  compulsive 
in  behavior.  Most  often  this  person  entered  the 
relationship  as  a  co-dependent. 

Appropriate  treatment  varies  according  to  the 
degree  to  which  an  individual  is  co-dependent. 
Education  classes  on  the  nature  of  chemical 
dependence  and  co-dependence  may  be  sufficient 
for  the  tolerant  person.  Adaptive  persons  usually 
require  a  mix  of  education  and  counseling.  (Group 
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counseling  is  particularly  effective.)  Pathological 
persons  require  intensive  individual  counseling  and 
group  counseling. 

A  factor  that  may  determine  the  level  of  dysfunc¬ 
tion  a  co-dependent  person  experiences  is  if  that 
person  entered  into  the  relationship  as  a  co¬ 
dependent  or  if  the  person  developed  into  the  role 
of  co-dependent  because  of  economic 
dependence,  investment  in  the  relationship  and/or 
social  factors.  People  who  entered  the  relationship 
as  a  co-dependent  are  more  likely  to  experience 
more  serious  degrees  of  the  problem.  They  look 
for  people  who  fill  their  co-dependent  needs.  By 
contrast,  some  people  develop  co-dependent 
behaviors  as  a  result  of  their  financial  dependence 
and/or  the  desire  to  keep  the  family  together  for 
the  children’s  sake. 

3.  Challenges  in  Developing  Services  for 
Co-Dependents 

A  major  challenge  facing  agencies  that  wish  to 
develop  co-dependency  services  is  that  many 
definitions  of  co-dependency  are  a)  inclusive  to  the 
point  of  extending  to  the  entire  population,  and 
b)  require  treatment  offered  only  by  psychologists 
or  psychiatrists. 

It  may  well  be  true  that  co-dependency  is  a  societal 
disease  that  people  are  conditioned  into  via  train¬ 
ing  from  schools,  the  church,  families  and  by 
cultural  transmitters  (television,  radio,  newspapers, 
magazines,  books,  popular  music,  etc.)  It  may  also 
be  true  that  long  term  counseling  is  the  most  ef¬ 
fective  method  known  to  assist  people  in  ridding 
themselves  of  this  dysfunctional  thinking. 

The  fact  remains,  however,  that  currently  there  are 
not  many  ready  sources  for  funding  co¬ 
dependency  treatment.  Most  agencies  offering 
chemical  dependency  services  must  scramble  for 
funds  to  enable  them  to  provide  co-dependency 
services  to  the  family.  Such  funding  is  generally 
in  scarce  supply  relative  to  the  number  of  people 
who  experience  the  problem. 

As  a  result  of  this  funding  scarcity,  agencies  must 
try  to  respond  as  imaginatively  as  possible  to  help 
the  most  people  in  the  most  effective  way  possible. 


Alanon  provides  co-dependency  support  groups 
for  families  and  friends  of  chemically  dependent 
people.  While  this  programming  can  be  very  ef¬ 
fective  for  some  co-dependents,  for  others  it  is  not 
intensive  or  personalized  enough  to  break  through 
the  barriers.  Many  co-dependent  people  do  not 
recognize  the  fundamentally  dysfunctional  aspects 
of  their  condition.  They  believe  that  they  are 
behaving  properly  according  to  their  upbringing. 

At  the  core  of  co-dependency  is  a  denial  of  self. 
Making  the  effort  to  change  that  way  of  thinking 
generally  requires  that  co-dependents  expose 
themselves  to  the  frightening  prospect  of  leaving 
what  they  have  known  to  be  the  hallmarks  of 
security.  This  is  not  easily  done.  The  advantage  of 
individual  counseling  is  that  the  counselor  can 
engage  the  client  in  a  treatment  process  that  will 
facilitate  the  client’s  growth.  This  will  later  assist 
that  client  in  relinquishing  dysfunctional  coping 
mechanisms. 

Group  counseling  may  be  very  effective  in  expos¬ 
ing  the  problem  and  helping  co-dependent  peo¬ 
ple  understand  how  common  the  condition  is  and 
its  multiple  manifestations,  but  the  individual  often 
requires  more  personal  attention  before  he/she  is 
ready  to  discard  a  world  view  that  has  provided 
familiarity  and  perceived  security. 

This  is  truly  a  dilemma  for  agencies  trying  to  pro¬ 
vide  co-dependency  treatment  services.  The  dilem¬ 
ma  is  even  greater  when  many  or  most  clients  do 
not  have  insurance  coverage  that  pays  for  in¬ 
dividual  and  group  counseling.  There  are  never 
enough  resources  to  go  around. 

The  by-product  of  this  dilemma  can  be  staff  burn¬ 
out.  When  staff  know  that  structurally  they  can¬ 
not  provide  the  range  or  extent  of  services 
necessary  to  help  the  clients,  they  begin  feeling  that 
they  are  in  a  losing  situation.  They  must  try  to  help 
clients  while  aware  that  for  a  significant  percen¬ 
tage  of  them,  the  available  services  are  insufficient. 

Despite  the  above  dilemmas,  services  must  be 
made  available  to  assist  co-dependents.  The  type 
of  services  an  agency  develops  will  be  dependent 
on  available  funding  and  on  the  triage  the  agency 
develops.  An  example  of  such  triage  is: 


38 


Agency  X  develops  an  education  and  group 
counseling  program  for  co-dependents.  Limited  in¬ 
dividual  counseling  is  also  available.  The  co¬ 
dependents  with  the  most  intense  and  serious 
manifestations  of  the  problem  are  unlikely  to  get 
sufficient  help  from  this  program.  There  is  a  limit 
of  8  individual  counseling  sessions  which  has  pro¬ 
ven  no  where  near  enough  to  effectively  assist  peo¬ 
ple  on  the  more  severe  end  of  the  co-dependency 
continuum. 

The  above  program  will  likely  provide  substantial 
frustrations  to  counseling  staff  who  will  feel  that 
they  are  just  making  headway  with  the  client  when 
the  counseling  must  cease. 


On  the  other  hand,  to  provide  whatever  counsel¬ 
ing  is  necessary  will  mean  that  the  co-dependents 
with  the  most  serious  dysfunctioning  will  take  the 
bulk  of  the  counselors  time.  The  very  difficult 
choice  is  whether  to  serve  many  people  who  have 
a  lesser  degree  of  the  problem  or  to  serve  a  few 
people  who  have  the  most  serious  problems. 

This  is  not  an  easy  choice  and  explains  why  we 
use  the  word  triage.  Many  agencies  shy  from  the 
admission  that  they  simply  lack  the  resources  to 
do  what  needs  to  be  done.  They  set  up  a  program 
without  acknowledging  that  their  resources  are 
modest  relative  to  the  potential  demand.  The  likely 
outcome  will  be  staff  burnout. 
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Community  Education 


A.  Introduction 

Why  does  an  agency  need  to  provide 
Community  Education? 

There  are  a  number  of  reasons  identified  by  IBCA 
for  providing  community  education  and  they  are: 

-  Making  one’s  agency  and  services  known 
to  potential  referral  sources 

-  Awareness-raising  in  the  black  communi¬ 
ty  on  the  problem  of  chemical  abuse  and 
dependency 

-  Providing  in-service  training  to  staff  on 
organizations  that  are  major  sources  of 
referral 

-  Promoting  culturally-specific  clinical 
training 

-  Maintaining  positive  community  and  pro¬ 
fessional  relationships 

When  the  Institute  on  Black  Chemical  Abuse  first 
came  into  existence,  much  of  staff  time  was  spent 
on  community  education,  this  was  a  way  to  get 
the  agency  known  to  the  community  and  other 
service  providers  and  to  establish  positive  relation¬ 
ships  with  agencies  that  were  a)  a  potential  source 
of  client  referral  to  IBCA  and  b)  agencies  to  whom 
IBCA  needed  to  refer  clients. 

New  agencies  or  agencies  that  are  developing  or 
expanding  chemical  dependency  services  likely 
need  to  spend  considerable  effort  on  community 
education.  The  need  for  community  education 
never  goes  away,  however.  It  is  not  a  goal  that  can 
be  achieved;  it  is  rather  a  process  that  continues 
over  time. 


Service  delivery  systems  are  dynamic,  not  static. 
New  agencies  and  services  are  created;  some  old 
agencies  cease  to  exist.  Government  services  often 
change  or  are  transferred  to  new  or  different  de¬ 
partments.  Staff  in  both  government  and  private 
agencies  leave  and  new  staff  are  hired.  All  of  these 
factors  result  in  the  need  for  an  ongoing  effort  to 
establish  and  maintain  positive  relationships,  to 
keep  people  in  other  organizations  up-to-date  on 
services  provided  by  your  agency  and  for  you  to 
keep  informed  on  services  they  provide. 


What  if  I  choose  not  to  provide  Community 
Education? 

An  agency  that  ignores  community  education  is 
in  danger  of  quickly  becoming  outdated  in  terms 
of  both  the  community  and  the  service  delivery 
system.  It  is  not  uncommon,  for  example,  that  staff 
will  not  make  referrals  to  a  given  agency  because 
their  past  attempts  were  unsuccessful.  What  staff 
may  not  realize  is  that  there  has  been  a  change  of 
procedures  in  that  agency  which  means  the  agen¬ 
cy  may  now  be  able  to  process  the  referrals. 

The  various  purposes  of  IBCA’s  community  educa¬ 
tion  are  discussed  below. 

1 .  Making  one’s  agency  and  services  known 
to  potential  referral  sources 

As  stated  above,  community  education  services  are 
particularly  critical  when  an  agency  is  first  begin¬ 
ning  to  address  chemical  dependency.  Community 
education  serves  a  dual  function:  1 )  it  informs  key 
community  leaders,  gatekeepers  and  agency  staff 
as  to  the  nature  of  chemical  abuse  and  dependen¬ 
cy,  and  2)  it  serves  as  outreach  for  the  sponsoring 
agency. 
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The  result  of  an  effective  community  education 
program  will  be  a  substantial  increase  in  referrals 
to  the  agency. 

There  are  a  number  of  potential  audiences,  such  as: 

-  Clergy 

-  Social  service  organizations 

-  Fraternal  groups  and  clubs 

-  The  court  system 

-  Child  Protection 

-  The  school  system 

-  Gatekeepers 

Who  are  gatekeepers? 

Gatekeepers  are  people  who  by  virtue  of  their  job 
enjoy  access  to  other  people’s  homes  or  to  their 
friendship.  These  include  people  such  as  public 
health  nurses,  mailmen,  barbers,  beauticians,  etc. 
Often  gatekeepers  have  access  to  information  that 
suggests  a  person  may  be  chemically  dependent, 
but  they  don’t  know  what  to  do  about  it.  Gate¬ 
keepers  typically  do  not  have  training  in  chemical 
dependency. 

When  talking  with  these  potential  referral  sources, 
it  is  very  likely  that  you  will  not  only  teach  them 
about  your  agency,  but  that  you,  in  turn  will  learn 
more  about  their  agency  or  services,  their  perspec¬ 
tives,  and  the  constraints  they  face.  This  will  like¬ 
ly  help  you  in  your  future  work  with  them. 

2 .  Awareness-raising  in  the  black  communi¬ 
ty  on  the  problem  of  chemical  dependency 

A  key  challenge  in  bringing  the  issue  of  chemical 
dependency  to  the  attention  of  the  black  com¬ 
munity  is  that  there  is  substantial  competition 
among  the  various  problems  for  the  spotlight.  In 
the  white  community  addiction  more  readily 
stands  out  because  there  is  generally  not  the  same 
concentration  of  problems. 

There  are  a  variety  of  issues  on  the  black  agenda 
that  compete  for  attention.  Examples  of  such  pro¬ 
blems  are  racism,  unemployment,  poverty,  crime, 
school  drop-out,  unplanned  pregnancies  and  fami¬ 
ly  disintegration. 

In  the  black  community  there  is  frequently  a  lack 
of  understanding  as  to  what  addiction  is:  it’s  nature 


and  its  effect  on  other  problems.  Chemical  abuse 
and  dependency  may  be  tolerated  because  they 
are  not  understood.  Personally  destructive  behav¬ 
iors  may  be  seen  as  the  result  of  other  causes. 

Chemical  dependency  is  a  primary  problem  which 
in  turn  leads  to  other  problems.  There  is  a  high  cor¬ 
relation  between  drug  abuse/addiction  and  drop¬ 
ping  out  of  school,  committing  crimes,  losing  one’s 
job  and  experiencing  family  disintegration. 

The  challenge  in  community  education  is  to: 

a .  Put  chemical  dependency  high  up  on  the  agen¬ 
da  of  community  problems 

b.  Combat  the  myth  that  chemical  dependency 
is  only  a  white  man’s  problem 

c.  Explain  the  nature  of  addiction  and  how  to 
recognize  it. 

d.  Describe  the  various  chemical  dependency  ser¬ 
vices,  i.e.  intervention,  treatment,  aftercare,  co¬ 
dependency,  etc. 

e.  Describe  your  agency’s  chemical  dependency 
services. 


While  awareness-raising  is  an  ongoing  challenge, 
IBCA  made  a  concerted  effort  when  the  agency 
was  first  created  to  educate  the  black  communi¬ 
ty,  especially  leaders  and  potential  leaders.  Over 
time  the  focus  of  awareness-raising  has  been  among 
specific  subgroups  (i.e.  children,  teenagers,  college 
students)  or  residents  of  targeted  neighborhoods. 

3.  Providing  in-service  training  to  staff  in 
organizations  that  are  currently  major 
sources  of  referral 

Once  referrals  were  regularly  being  made  to  IB¬ 
CA  by  other  agencies,  we  found  it  necessary  to  take 
pro-active  steps  to  enhance  communication  and 
understanding. 

The  criminal  justice  system  (judges,  parole  and  pro¬ 
bation  officers)  and  child  protection  workers  make 
many  referrals  to  IBCA.  The  staff  making  these 
referrals  may  not  necessarily  have  a  background 
in  chemical  dependency.  This  can  produce  a 
number  of  problems  such  as  not  identifying  peo¬ 
ple  who  should  be  referred,  delayed  referrals,  in¬ 
appropriate  referrals,  or  unrealistic  expectations. 
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While  often  well-meaning,  these  staff  frequently 
have  high  case  loads  and  cannot  spend  as  much 
time  with  each  client  as  they  would  like. 

IBCA  has  found  that  conducting  in-service  train¬ 
ing  sessions  for  these  staff  is  usually  an  effective 
way  to  improve  relationships  across  agency  staff. 

IBCA  usually  initiates  the  idea  for  the  training  ses¬ 
sion,  approaches  the  agency  with  this  idea,  then 
tailors  the  session  to  needs  of  the  specific  agency. 

When  providing  in-service  training  to  referring 
agencies,  IBCA  has  found  it  critical  to  not  just  ex¬ 
plain  its  needs/constraints,  but  to  also  carefully 
listen  to  theirs. 

What  can  seem  like  simple  issues  (filling  out  a 
specific  form  properly;  getting  a  copy  of  that  form 
back  to  the  agency  in  a  timely  fashion)  can  be 
critical  in  establishing  a  cooperative,  positive  rela¬ 
tionship  with  another  agency. 

Where  there  have  been  problems  or  misunderstan¬ 
dings,  there  can  generally  be  improvement  by  the 
staff  of  both  agencies. 


4.  Promoting  culturally-specific  clinical 
training 

There  may  be  professionals  (school  counselors, 
treatment  staff)  who  have  a  background  in  chem¬ 
ical  dependency  and  counseling,  but  who  have 
little  understanding  of  the  black  culture.  To  assist 
these  people  in  better  responding  to  the  needs  of 
black  clients,  IBCA  conducts  special  workshops. 

A  major  focus  of  this  training  is  culturally  sensitive 
counseling.  One  mechanism  used  is  to  get  coun¬ 
selors  to  honestly  assess  their  comfort  and  ability 
in  working  with  black  clients.  Workshop  par¬ 
ticipants  may  be  asked  to  fill  out  the  questionnaire 
in  Counseling  the  Black  Client 1  which  includes 
such  questions  as: 

1 .  Do  you  ever  feel  internal  pressure  to  convey 
to  black  clients  that  you  are  a  true  brother  or 
sister? 

1  Ibid,  pp  31-35. 


2.  Are  you  aware  of  the  diversity,  economics, 
education,  values  and  life-styles  in  the  black 
community  and  its  effect  on  counseling? 

3 .  Are  you  more  intimidated  by  anger  from  blacks 
than  from  whites? 

4.  Are  you  ever  afraid  of  being  perceived  as  un¬ 
sympathetic  to  the  black  cause? 

There  are  25  questions  in  all.  Filling  out  this  ques¬ 
tionnaire  can  open  the  doors  to  a  candid  discus¬ 
sion  of  the  issues.  Counselors  may  be  very  well- 
intended,  but  nonetheless  making  mistakes  in  their 
clinical  posture  towards  black  clients. 

The  questionnaire  is  most  effective  when  the  in¬ 
dividual  fills  it  out,  and  then  keeps  it  (rather  than 
having  it  corrected  and  returned).  Some  of  the 
common  mistakes  made  by  white  counselors  are 
the  result  of  the  guilt  they  feel  at  the  way  blacks 
have  been  treated.  Other  mistakes  are  made 
because  of  their  lack  of  first-hand  familiarity  with 
the  black  culture  and  their  resulting  inability  to 
discern  different  values,  beliefs  and  styles  among 
various  black  clients. 

5 .  Maintaining  positive  community  and  pro¬ 
fessional  relationships 

Establishing  a  positive  relationship  with  referral 
agencies,  community  leaders  and  other  chemical 
dependency  professionals  is  just  the  first  step. 
These  relationships  must  also  be  maintained  by 
periodic  contact  and  cooperation. 

Maintaining  positive  relationships  can  be  done  in 
part  through  membership  and  participation  in  pro¬ 
fessional  associations,  special  committees  to  iden¬ 
tify  and  solve  problems,  and  through  a  willingness 
to  make  speeches  or  presentations  when  asked  by 
others. 

This  area  is  among  the  most  challenging  for  an 
agency  administrator  to  assess.  IBCA  has  found  that 
its  cooperative  participation  on  a  committee  will 
likely  result  in  future  requests  to  be  a  member  of 
several  more  committees;  an  effective  keynote 
speech  to  an  association  will  produce  several  ad¬ 
ditional  future  requests  from  other  associations. 
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The  more  effective  your  participation,  the  greater 
the  number  of  future  requests  for  your  participa¬ 
tion.  It  is  important  to  plan  for  how  you  will  res¬ 
pond  to  these  requests.  One  strategy  is  to  conduct 
the  training  sessions  in  waves,  allowing  a  time  lag 
between  each  wave  to  assess  the  volume  of 
resulting  referrals. 


B.  IBCA  Services 

Community  education  is  directed  at  many,  diverse 
audiences.  In  recognition  of  that  fact  IBCA  uses 
a  variety  of  methods  and  then  selects  those  most 
appropriate  to  a  given  audience. 

There  is  also  the  need  for  reinforcement  of  the 
message.  This  can  be  done  by  using  multiple 
methods  rather  than  just  one. 

IBCA  has  used  the  following  eight  vehicles  for  com¬ 
munity  education. 

1 .  Culturally  Sensitive  Training  Program 

The  IBCA  training  program  as  conducted  by  Peter 
Bell  contains  8  hours  of  material  that  can  be 
presented  in  three  different  modules  (depending 
on  the  scheduling  needs  of  the  audience): 

-  One  eight-hour  training  session 

-  Two  four-hour  training  sessions 

-  Four  two-hour  training  sessions 

The  topics  covered  by  the  training  program  are: 

a.  The  ABC’s  of  addiction 

This  includes  distinguishing  between  use,  abuse 
and  addiction  and  explaining  that  addiction  is 
a  disease  which  is  primary,  progressive  and 
pathological. 

b .  A  review  of  the  existing  chemical  dependency 
continuum  of  care 

c.  IBCA’s  services 

d.  Diagnostic  and  intervention  strategies 

The  audience  for  this  training  program  is  not  only 
chemical  dependency  professionals  but  may  in¬ 
clude  staff  who  work  for  public  agencies  (court 


system,  child  protection,  welfare,  housing)  and 
private  social  service  agencies. 

In  the  first  few  years  of  existence  IBCA  was  vig¬ 
orously  pro-active  in  promoting  this  training.  IBCA 
staff  obtained  a  list  of  human  service  agencies  and 
then  prioritized  the  list  by  assessing  which  agen¬ 
cies  were  most  likely  to  serve:  1 )  chemically  depen¬ 
dent  people  and  2)  black  people.  IBCA  staff  then 
contacted  the  various  agencies  to  ask  them  if  this 
training  could  be  provided  to  their  staff.  Most  agen¬ 
cies  said  yes. 

Oftentimes  when  doing  community  education,  the 
person  who  is  making  the  presentation  is  not  the 
person  who  will  be  providing  the  direct  service. 
In  that  case,  you  should  bring  a  direct  service  staff 
person  to  the  training  session  so  the  audience  can 
meet  this  individual  and  make  referrals  to  him/her. 


2.  Lecture  Series 

IBCA  currently  provides  four  separate  lecture 
series.  They  are:  Chalk  Talk,  Co-dependency,  Tran¬ 
sition  and  Domestic  Violence. 

a.  Chalk  Talk 

The  Chalk  Talk  is  a  series  of  7  one  hour  presen¬ 
tations  which  are  ongoing  and  designed  so  that 
a  person  can  enter  at  any  point. 

The  Chalk  Talk  is  directed  at  3  groups  of  people: 

-  Clients  who  have  been  convicted  of  Driv¬ 
ing  While  Intoxicated 

-  Clients  who  are  waiting  to  go  into  treat¬ 
ment,  i.e.  they  have  agreed  to  go  but  are 
awaiting  an  available  slot 

-  Clients  who  have  not  yet  decided  to  go  to 
treatment 

The  topics  covered  in  the  Chalk  Talk  lecture 
series  are: 

1  .  Basic  definitions  and  terminology  used  to 
define  drugs,  drug  use,  abuse  and 
dependency 
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2.  Drugs  of  use/abuse  and  their  classifications 

3.  The  impact  of  alcohol  and  drug  use/abuse  on 
the  family,  community  and  society 

4.  Self-esteem 

5  .  Resources  in  the  community  that  attempt 
to  address  issues  of  alcohol/drug  abuse  and 
dependency 

6.  AIDS 

b.  Co-dependency 

The  Co-dependency  lecture  series  was  designed 
for  1 )  people  who  are  in  a  relationship  with  a 
chemically  dependent  person  and  2)  for  peo¬ 
ple  who  are  chemically  dependent  and  who  are 
also  co-dependent. 

The  topics  covered  in  the  Co-dependency  lec¬ 
ture  series  are: 

1 .  Process  of  dependency 

2.  Anger  and  other  emotions 

3.  Co-dependency:  assessement  and  alter¬ 
natives 

4.  Sexuality  and  chemical  dependency 

5.  Family  relationships  and  chemical  depen¬ 
dency 

6.  Tools  for  letting  go 

c.  Transition 

This  is  series  of  sessions  directed  at  black  people 
currently  in  treatment  or  recently  out  of  treatment. 
The  focus  of  this  series  is  culturally-specific  issues. 
The  topics  covered  in  the  Transition  lecture  series 
are: 

1.  Impact  of  alcohol  and  drugs  on  black 
culture 

2 .  Self  image 

3.  Black  emotional  pain 


4.  Intimate  relationships 

5.  Sexuality  and  chemical  dependency 

6.  Maintaining  sobriety:  aftercare 

7.  Leisure  activity 

d.  Domestic  Violence 

This  is  directed  at  both  the  victims  and  the 
perpetrators  of  domestic  violence. 

The  topics  covered  in  the  Domestic  Violence 
lecture  series  are: 

1 .  Domestic  violence:  myths  and  facts 

2.  Youth  and  violence 

3.  Communication  barriers/anger 

4.  Chemical  dependency  and  domestic 
violence 

5.  AIDS:  Communities  at  risk 

6.  Legal  aspects  of  domestic  violence 


3.  Newsletter 

IBCA  publishes  a  quarterly  newsletter  called 
“Scope”  which  provides  the  opportunity  to  ad¬ 
dress  various  aspects  of  chemical  dependency  and 
to  promote  attention  to  the  issue.  It  also  promotes 
awareness  of  our  agency  and  its  services  and  assists 
networking  among  black  people  in  the  field  of 
chemical  dependency. 

4.  Video 

IBCA  has  prepared  a  videotape  that  addresses  issues 
in  counseling  the  black  client.  It  is  called  ‘  ‘A  Thin 
Line:  Recognizing  Cultural  Differences  in  Chemi¬ 
cally  Dependent  Black  Clients.” 

It  is  our  hope  to  develop  more  of  these  in  the  future 
because  videos  can  serve  as  an  effective  substitute 
for  in-person  presentations.  They  allow  organiza¬ 
tions  freedom  in  scheduling  the  viewing  and  flex¬ 
ibility  in  the  size  of  the  groups  that  view  them. 
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Videos  can  be  very  helpful  as  a  means  of  allowing 
an  agency  to  respond  to  more  requests  for  pres¬ 
entations. 

5.  Publications,  Booklets  and  Pamphlets 

IBCA  has  produced  a  variety  of  pamphlets  and 
short  publications.  Examples  of  some  of  these  are: 

SPP:  Social  Policy  Prevention  Handbook:  A 
Community-Based  Alcohol  and  Drug  Abuse  Pre¬ 
vention  Strategy  (booklet) 

Alcohol  and  Drug  Abuse  in  Black  America:  A 
Guide  for  Community  Action  (booklet) 

Black,  Beautiful  and  Recovering  (booklet) 

Prevention — A  Guide  for  Families  (leaflet) 

“Institute  on  Black  Chemical  Abuse”  (a  brochure 
about  IBCA’s  services) 

Peter  Bell  and  Jimmy  Evans  authored  Counseling 
the  Black  Client,  (book  published  by  Hazelden) 

Peter  Bell  wrote  the  Afterword  to  Marketing  Booze 
to  Blacks  which  was  prepared  and  published  by 
the  Center  for  Science  in  the  Public  Interest. 

These  publications  provide  information  and  educa¬ 
tion  on  various  issues. 

6.  Radio  and  Television  Public  Service 
Announcements 

Television  and  radio  stations  are  often  required  to 
air  a  number  of  public  service  announcements  and 
are  usually  receptive  if  your  announcement  con¬ 
forms  to  their  available  time  slots  and  contains  the 


requisite  information.  IBCA  attempts  to  air  public 
service  announcements  each  month. 

7.  Radio  and  Television  Talk  Show 
Appearances 

Most  communities  have  a  number  of  radio  and 
television  talk  shows  that  are  receptive  to  guests 
who  want  to  make  an  appearance  to  discuss  a 
specific  topic. 

IBCA  now  has  its  own  weekly  1  /2  hour  radio  pro¬ 
gram  where  staff  or  guests  discuss  various  aspects 
of  chemical  dependency. 

8.  Membership  in  Associations  &  Commit¬ 
tees;  Presentations  &  Speeches 

There  is  often  an  organization  of  people  who  work 
in  the  field  of  chemical  dependency  in  a  given  state. 
(In  Minnesota,  for  example,  there  is  the  Minnesota 
Chemical  Dependency  Association.)  It  is  important 
to  be  aware  of  such  organizations,  to  join  them  and 
attend  meetings  when  possible. 

IBCA  staff  also  makes  speeches  or  presentations 
in  response  to  the  request  of  various  groups. 

IBCA  believes  that  there  are  three  fundamental 
necessities  in  effective  Community  Education. 
They  are: 

■  There  is  a  need  to  target  both  the  black  and 
white  communities. 

■  There  must  be  recognition  of  the  broad  diver¬ 
sity  within  the  black  communities  with  accom¬ 
panying  efforts  made  to  the  various  segments. 

■  There  should  be  a  variety  of  methods  used  to 
maximize  the  likelihood  the  message  is  heard 
and  to  reinforce  it  once  it  is  heard. 
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Assessment  &  Referral 


What  is  an  assessment? 

An  assessment  is  using  a  diagnostic  tool  to  deter¬ 
mine  if  a  client  uses,  abuses  or  is  chemically  depen¬ 
dent.  There  are  four  steps  involved  in  an  assessment: 

Step  1 :  Obtain  information  from  the  client 
on: 

-  current/recent  chemical  use  pattern, 
i.e.  what  chemicals,  the  frequency  and 
duration  of  use,  how  much  is  used,  and  the 
cost  of  use 

-  prior  chemical  dependency  treatment 

-  behavior  changes 

-  family  history  of  problematic  use 

-  family  functioning 

-  educational/vocational  information 

-  health/medical  information 

-  financial  resources 

-  negative  consequences  from  use  (DWI, 
assaults,  arrests,  etc.) 

There  are  a  variety  of  diagnostic  tools  available  that 
can  be  used  in  conducting  an  assessment.  Some 
diagnostic  tools  are  simple  questionnaires;  some 
are  fairly  sophisticated  and  are  computerized. 
Before  you  select  a  diagnostic  tool  for  conducting 
an  assessment,  you  should  check  with  state  and 
local  units  of  government  to  learn  what  their  cri¬ 
teria  are.  Often  governments  will  require  the  use 
of  a  particular  instrument  that  has  criteria  to  which 
they  subscribe  for  assessing  chemical  dependency. 


If  you  are  serving  low  income  clients,  a  high  per¬ 
centage  of  them  will  probably  not  be  covered  by 
private  health  care  insurance.  Treatment  for  them 
will  more  likely  be  paid  for  by  Medical  Assistance 
or  other  government  programs. That  is  why  it  is 
mandatory  to  check  with  state  or  local  government 
to  determine  what  diagnostic  requirements  they 
have. 

Step  2:  Obtain  collateral  information 

Collateral  information  is  from  another  source 
besides  the  client  such  as  from  a  spouse,  relative, 
friend,  employer,  probation  officer,  etc.  this  infor¬ 
mation  is  used  to  verify  and  supplement  the  in¬ 
formation  obtained  from  the  client.  Collateral  in¬ 
formation  is  sometimes  required  by  third  party 
payers. 

Step  3:  Interview  a  concerned  person 

The  purpose  of  interviewing  a  concerned  person 
(spouse,  friend  or  relative  with  whom  the  client 
lives  or  has  a  close  relationship)  is: 

a.  To  inform  that  person  about  the  treatment  pro¬ 
cess  and  encourage  his/her  cooperation  and  ap¬ 
propriate  involvement 

b .  To  determine  if  the  concerned  person  may  also 
be  chemically  dependent, 

c.  To  determine  is  the  concerned  person  is  co¬ 
dependent  and  needs  help. 

This  information  may  play  an  important  role  in 
assessing  the  most  appropriate  type  and  length  of 
care  for  the  primary  client.  It  assists  the  staff  in 
assessing,  for  example,  whether  or  not  the  client 
will  be  positively  supported  in  the  treatment  pro- 
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cess  and  the  type  of  environment  the  client  is  likely 
to  return  to  after  treatment. 

Step  4:  Make  a  diagnosis  on  use,  abuse  or 
dependency 

Based  on  the  information  obtained  in  the  assess¬ 
ment  (and  possibly  a  collateral  contact  and  con¬ 
cerned  person)  a  decision  is  made  as  to  whether 
or  not  a  client  is  chemically  dependent. 


B.  Referral 

What  are  the  factors  to  be  considered  in 
making  a  referral? 

There  are  three  sets  of  factors  that  determine  the 
appropriate  referral:  client  needs,  eligibility  for 
third  party  reimbursement,  and  available  openings 
in  facilities. 

1 .  Client  needs 

Factors  to  consider  in  determining  client  needs  are: 

■  Medical  condition 

An  individual  with  major  health  problems  or 
who  appears  subject  to  major  health  risks  may 
need  to  be  referred  to  hospital-based  treatment. 

■  Treatment  history 

Clients  who  have  been  through  treatment  on 
one  or  more  previous  occasions  may  need 
longer,  in-patient  treatment. 

■  Length  of  use 

In  general,  the  longer  an  individual  has  been 
addicted  to  chemicals,  the  more  challenging 
it  is  to  rehabilitate  them. 

■  Presence  or  absence  of  family  support 

Clients  who  have  strong  family  support  may 
be  candidates  for  out-patient  programs, 
whereas  clients  without  such  support  may  re¬ 
quire  an  in-patient  program. 

■  Presence  of  young  children 


This  is  often  a  major  issue  for  single  mothers 
who  are  chemically  dependent.  Staff  might,  for 
example,  think  the  client  should  go  to  an  in¬ 
patient  program,  but  if  there  are  no  others  who 
can  care  for  the  children,  the  referral  may  have 
to  be  to  an  out-patient  program. 

■  Personal  issues.  Examples  of  such  issues  are: 
a)  Is  it  important  that  the  person  be  in  treat¬ 
ment  with  other  black  people  or  can  the  in¬ 
dividual  respond  well  in  an  all-white  treatment 
environment?  b)  If  the  client  is  homosexual, 
this  may  be  a  factor  in  selecting  the  most  ap¬ 
propriate  treatment  environment,  c)  Is  the 
client  likely  to  respond  more  positively  to  treat¬ 
ment  that  is  separate  for  men  and  women  or 
treatment  that  is  integrated? 

2.  Eligibility  for  third  party  payment 

What  is  third  party  payment? 

Third  party  payment  refers  to  someone  who  will 
pay  for  the  services  who  is  a)  not  the  client  and 
b)  not  the  agency  providing  the  services. 

Staff  need  to  determine  what  third  party  payment 
the  client  may  be  eligible  for.  Possibilities  are: 

-  Private  health  insurance  or  HMOs 

-  Medical  Assistance  (for  people  on  welfare) 

-  Medicare  (for  older  people) 

-  Veteran’s  Administration  benefits  (for 
veterans) 

-  State  or  county  coverage  for  clients  without 
other  resources 

The  third  party  payment  source  often  limits  the 
treatment  choices.  This  needs  to  be  determined 
before  staff  begin  the  process  of  arranging  for  a 
treatment  referral.  If  the  available  third  party  pay¬ 
ment  source  will  not  cover  the  type  of  treatment 
staff  believe  to  be  most  appropriate,  they  must  then 
decide  on  the  next  most  appropriate  treatment. 

3.  Facilities 

The  objective  in  selecting  a  facility  is  to  identify 
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one  that  a)  will  accept  the  third  party  payment 
available;  b)  appears  to  best  meet  the  clients  needs; 
and  c)  has  open  slots  within  an  acceptable  period 
of  time.  A  short  time  lag  between  assessment  and 
referral  is  critical. 


C.  Support  Services 

Support  services  are  those  that  assist  the  client  in 
getting  into  treatment  and  staying  in  treatment. 
Examples  of  these  are: 

■  Transportation 

Clients  frequently  require  transportation  to  the 
treatment  facility.  Given  most  clients’  denial 
of  their  chemical  dependency,  a  barrier  such 
as  transportation  can  become  one  more  reason 
to  not  follow  through. 

■  Reassurance 

Clients  are  often  fearful  of  what  awaits  them 
at  treatment  and  this  fear  may  be  enhanced  if 
they  perceive  treatment  as  the  white  man’s 
world.  If  it  is  possible  to  have  a  volunteer  ac¬ 
company  the  client  to  the  facility,  this  would 
likely  reduce  the  client’s  anxiety  and 
discomfort. 

■  In-home  care  for  others 

As  previously  stated,  day  care  is  a  common 
need  for  chemically  dependent  women  with 
children.  It  can  also  occur  when  there  are  older 
people  who  require  care  who  live  with  the 
chemically  dependent  person. 

A  directory  of  community  agencies  that  provide 
frequently  needed  services  should  be  available  to 
staff.  Information  on  each  agency  might  include 
name,  phone  number,  address,  contact  person,  ser¬ 
vice  hours  and  eligibility  requirements.  This  direc¬ 
tory  should  be  regularly  updated. 

There  should  be  a  clear  policy  for  how  to  meet 
support  service  needs  when  there  are  no  com¬ 
munity  resources.  You  may  need  to  have  a  discre¬ 
tionary  fund  for  such  purposes. 


D.  Transition  Program 

What  is  IBCA’s  Transition  Program? 

The  Transition  Program  is  a)  a  bridge  between 
treatment  and  aftercare  and  b)  an  opportunity  to 
address  culturally  specific  issues  important  to 
recovery. 

The  Transition  Program  serves  people  currently 
in  treatment  and  those  recently  out  of  treatment. 
People  in  treatment  are  provided  transportation 
from  the  various  facilities  to  IBCA  and  back. 

Transition  is  a  7  week  program  with  meetings  once 
a  week  for  2  hours.  In  each  session  a  staff  or 
volunteer  gives  a  lecture  on  one  of  the  following 
topics: 

-  Impact  of  alcohol  and  drugs  on  black 
culture 

-  Self  image 

-  Black  emotional  pain 

-  Intimate  relationships 

-  Sexuality  and  chemical  dependency 

-  Maintaining  sobriety:  aftercare 


Transition  provides  an  opportunity  for  black  peo¬ 
ple  to  consider  culturally  specific  issues  that  are 
not  addressed  at  all  or  in  sufficient  depth  in  treat¬ 
ment.  It  also  provides  participants  an  opportuni¬ 
ty  to  get  to  know  other  recovering  black  people. 

The  final  night  of  the  Transition  Program  is  “fun 
night”  and  is  designed  to  promote  chemically-free 
socialization  as  well  as  allow  the  participants  a  bet¬ 
ter  opportunity  to  get  to  know  one  another. 

Many  clients  begin  Transition  while  they  are  in 
treatment  and  complete  it  after  they  are  out  of  treat¬ 
ment.  Their  participation  in  this  program  makes 
them  familiar  with  IBCA  and  the  resources  available 
to  them. 
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E.  Co-Dependency  Program 

IBCA  is  currently  in  the  process  of  restructuring 
its  services  to  codependents.  A  new  staff  person 
has  been  hired  to  coordinate  codependency  ser¬ 
vices  across  different  departments  and  to  develop 
new  services  where  appropriate. 

Three  different  types  of  services  are  offered  to 
co-dependents: 

1 .  Co-dependency  lecture  series 

Two-hour  classes  are  held  once  a  week  for  seven 
weeks,  (see  Community  Education  for  a  list  of  the 
topics  covered.) 

The  primary  purpose  of  the  lecture  series  is  educa¬ 
tional.  This  is  not  designed  to  be  a  group  therapy 
session  though  there  are  discussions  of  the  topic 
at  each  session. 

A  critical  challenge  is  having  discussion  without 
having  the  session  become  group  therapy. 


Each  topic  is  self-contained  so  clients  can  inter  the 
lecture  series  at  any  point.  The  one  exception  is 
the  session  on  grieving.  IBCA  staff  have  found  it 
is  best  to  not  have  new  clients  begin  the  series  with 
this  topic. 

2.  Growth  group 

This  group  is  designed  for  clients  who  have  com¬ 
pleted  the  lecture  series.  This  is  a  group  therapy 
service. 

IBCA  has  experimented  with  this  idea,  found  there 
is  indeed  interest  among  clients  and  will  be  form¬ 
ally  developing  and  offering  this  service  in  the 
future. 

3.  Individual  counseling 

The  new  co-dependency  staff  person  is  currently 
developing  an  assessment  form  and  will  work  with 
other  counseling  staff  to  determine  its  merit  and 
utility  in  diagnosing  codependency  issues.  Staff  will 
also  provide  individual  counseling  to  people  iden¬ 
tified  as  co-dependent. 
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Aftercare 


A.  Introduction 

Treatment  provides  the  information  necessary  to 
recognize,  admit  and  understand  chemical  de¬ 
pendency.  Aftercare  provides  the  tools  for  apply¬ 
ing  this  understanding  to  one’s  life. 

Aftercare  is  not  a  terminal  event,  but  an  ongoing 
process.  It  continues  throughout  the  life  of  a  re¬ 
covering  person. 

Traditional  aftercare  has  been  participation  in  a 
weekly  group  with  other  recovering  people  where 
a  stated  philosophy  guides  the  group.  Alcoholics 
Anonymous  (AA)  is  the  original  aftercare  program 
and  its  philosophy  is  summarized  in  its  twelve 
steps. 

While  the  AA  philosophy  remains  the  cornerstone 
of  most  aftercare  programs,  there  have  been  a 
number  of  adaptations  or  variations  on  the  A.A. 
theme  to  meet  specific  cultural  needs  and  to  res¬ 
pond  to  different  types  of  drugs,  such  as  cocaine. 

Four  different  types  of  services  are  provided  to 
clients  in  the  IBCA  Aftercare  Program: 

■  Education 

■  Case  Management 

■  Group  Services 

■  Theraputic  Recreation 

Case  Management,  Group  Services,  and  Theraputic 
Recreation  will  be  described  in  the  following  sec¬ 
tions.  (The  Education  consists  of  different  lecture 
series  which  are  described  in  the  Community 
Education  section  of  the  manual.) 


B.  Case  Management  Services 


There  are  three  steps  in  Case  Management  Services: 

1 .  Develop  An  Aftercare  Contract 

The  case  manager  meets  with  the  person  (usu¬ 
ally  during  the  last  stages  of  treatment  or  after 
the  person  is  out  of  treatment).  The  purposes 
of  this  first  meeting  are: 

a.  To  determine  if  the  person  acknowledges 
his/her  addiction. 

Black  people  who  participate  in  treatment 
programs  staffed  primarily  by  whites  may 
not  have  trusted  staff  and  exposed  them¬ 
selves  to  the  vulnerability  necessary  before 
admitting  to  one’s  dependence.  They  may 
“go  through  the  motions’’  without  fun¬ 
damental  sincerity  or  commitment.  When 
they  are  then  exposed  to  a  black  aftercare 
case  manager,  the  superficial  nature  of  their 
participation  in  treatment  might  emerge. 

b.  To  get  background  information  on  the  per¬ 
son’s  drug  of  choice  and  general  situation. 

This  includes  obtaining  information  in  the 
following  areas: 

-  nature  of  drug  use 

-  shelter 

-  education  and  vocational  issues 

-  family  and  social  relationships 

-  financial 

-  legal 

-  leisure/spiritual 

-  medical/psychiatric 

c.  To  begin  to  establish  objectives:  both  im¬ 
mediate  and  longer  term 

The  client  establishes  the  objectives  in 


51 


whichever  of  the  above  8  areas  are  relevant. 
The  case  manager  guides  the  person  in 
developing  appropriate,  reasonable  and 
achievable  objectives. 

Chemically  dependent  people  are  often  im¬ 
patient  and  want  everything  immediately. 
This  quality  can  also  make  them  despair  at 
the  amount  of  work  that  must  be  done  and 
the  time  that  must  elapse  before  they  can 
achieve  some  of  the  long  term  goals.  It  is 
important  for  the  case  manager  to  get  them 
to  break  things  down  to  achievable  steps 
and  to  not  promote  concentration  on  dis¬ 
tant  goals. 

A  second  meeting  is  most  often  required  to 
complete  getting  the  relevant  background 
information  (which  rarely  comes  all  at  once 
but  is  given  in  increments  as  trust  between 
the  case  manager  and  the  client  increases) 
and  to  fully  develop  an  aftercare  contract 
which  consists  of  background  information, 
short  and  long  term  objectives. 

Mandatory  goals  for  all  IBCA  aftercare  clients 

are  that: 

a .  They  must  attend  weekly  Alcoholics  Anon¬ 
ymous,  Cocaine  Anonymous  or  Narcotics 
Anonymous  meetings.  Information  will  be 
provided  to  them  as  to  the  location,  days 
and  times  of  such  meetings.  There  are 
groups  that  are  primarily  composed  of  black 
people,  groups  for  women  only,  and  groups 
for  homosexuals.  The  Aftercare  Case  Man¬ 
ager  will  inform  the  client  of  groups  so  that 
they  can  select  one  or  more  based  on  geog¬ 
raphy,  meeting  times  or  on  the  composi¬ 
tion  of  people  in  the  group. 

Persons  who  are  court-ordered  into  treat¬ 
ment  are  given  a  card  which  must  be  signed 
by  a  person  in  the  A.  A.  group  to  verify  that 
the  individual  attended  the  session. 

b.  They  must  attend  all  7  sessions  in  the 
IBCA  Transition  Program.  (Transition  is  an 
educational  series  that  is  described  in  the 
Assessment  Service  section.) 

2.  Identify  and  Access  Resources 


The  aftercare  case  manager  serves  a  brokerage 
function  in  identifying  needed  resources,  then 
assisting  the  client  in  accessing  those  resources. 

Some  resources,  such  as  family  and  individual 
counseling,  domestic  violence  services  and 
home-based  programs  are  offered  by  IBCA. 
Most  clients  have  needs  which  must  be  met  by 
other  providers.  Examples  are  halfway  houses, 
Child  Protection  Services,  housing,  job  seek¬ 
ing  and  vocational  training  assistance. 

Connecting  clients  with  the  needed  resources 
is  often  challenging.  It  requires  the  client  to  take 
risks,  meet  new  people,  face  potential  bureau¬ 
cratic  red  tape  and  trust  others  by  sharing  in¬ 
formation  about  his/her  situation.  This  can  be 
very  difficult  for  newly  recovering  people  who 
have  most  recently  been  in  the  relatively  pro¬ 
tected  environment  of  in-patient  treatment  and 
now  must  re-enter  the  “real  world’’  feeling 
both  vulnerable  and  insecure. 

It  is  important  that  the  nature  of  this  challenge 
be  acknowledged  and  broken  down  into  in¬ 
crements  the  client  can  handle.  Calling  an  agen¬ 
cy  for  an  appointment  may  be  a  substantial 
challenge.  Going  to  the  agency  for  their  ap¬ 
pointment  may  be  another  challenge.  And 
there  may  be  other  challenges  in  between  these 
two,  such  as  figuring  out  how  to  get  there, 
arranging  for  child  care,  etc. 

3 .  Contract  Monitoring 

Clients  in  aftercare  meet  periodically  with  the 
case  manager  to  report  progress,  establish  new 
objectives  and  get  referrals  to  other,  needed 
resources. 

Monitoring  meetings  are  usually  more  frequent 
in  the  beginning  and  then  tend  to  be  less  often 
as  the  client  progresses  into  recovery. 

Ideally,  the  case  manager  monitors  all  clients. 
This  means  that  if  a  client  does  not  show  up 
for  a  monitoring  appointment,  the  case  man¬ 
ager  would  make  an  effort  to  locate  the  client. 
In  fact,  this  often  proves  impractical.  The  re¬ 
lapse  rate  among  cocaine  and  crack  addicts  is 
high  and  there  is  often  neither  the  time  nor  a 
way  to  locate  them. 
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Coke  and  crack  addiction  present  a  special  chal¬ 
lenge  in  aftercare.  It  appears  from  the  high 
relapse  rate  among  coke  and  crack-addicted 
people  that  treatment  programs  of  one  month 
or  less  are  of  insufficient  length,  yet  those  are 
generally  the  maximum  length  of  available 
programs. 

It  may  be  that  the  pain  of  “drying  out”  from 
alcoholism  or  going  through  the  physical  with¬ 
drawal  from  heroine  can  serve  as  a  deterrent 
to  relapse.  The  discomfort  of  the  physical  with¬ 
drawal  does  not  appear  to  be  present  with  co¬ 
caine  so  the  psychological  addiction  remains 
unfettered  by  the  dread  of  future  withdrawal. 
Recovery,  thus,  takes  longer. 

Cocaine  and  crack  addicts  usually  have  had  an 
insufficiently  long  period  of  primary  treatment 
when  they  enter  aftercare.  Aftercare  often 
serves  as  an  extension  of  primary  care  though 
it  is  inadequate  in  both  structure  and  intensity 
to  reasonably  do  this. 

A  strong  desire  for  immediate  gratification  and 
impatience  with  taking  things  slowly  in  step¬ 
wise  progression  are  common  problems  among 
chemically  dependent  people.  These  issues 
seem  to  be  even  greater  among  coke  and  crack 
addicts.  There  may  be  a  variety  of  reasons  for 
this,  such  as: 

•  The  apparent  hopelessness  of  the  in¬ 
dividuals’  situation  in  their  eyes  given  their 
impatience  for  solutions  that  take  a  long  time 
and  considerable  effort. 

Characteristic  of  many  young  people  are  rash 
expectations  of  immediate  change.  This  is 
expressed  in  high  school  boys  putting  all 
their  hopes  on  a  professional  athletic  career 
(an  exceedingly  remote  probability)  with  no 
back-up  plan  and  in  teenage  girls  having 
children  and  relating  only  to  the  short-term 
positive  return  with  little  recognition  of  the 
major,  ongoing  responsibilities. 

Young  people  who  receive  insufficient  for¬ 
mal  or  informal  education  carry  these  same 
rash  expectations  into  adulthood.  Such  ex¬ 
pectations  are  challenging  to  reverse.  They 
have  found  a  drug  that  works  in  accordance 


with  their  expectations.  Now  they  must 
work  to  give  up  the  drug  and  to  reduce  their 
expectations  to  those  which  are  attainable 
in  a  relatively  slow,  difficult  climb. 

•  Coke  and  crack  produce  a  relatively  quick 
high  that  suspends  the  person  from  concerns 
and  shame-based  issues.  This  quick  and  total 
escape  means  retarded  development  of  cop¬ 
ing  skills  which,  in  turn,  increases  the  desire 
for  the  reinforcement  of  a  “high.” 

•  Crack  addiction  is  increasingly  the  drug  of 
choice  among  the  young,  females,  and  those 
who  are  poor  and  who  also  often  lack  suffi¬ 
cient  formal  education.  A  fundamental 
aspect  of  effective  formal  and  informal 
education  is  to  teach  people  how  to  learn. 
Learning  requires  structure,  effort,  trial  and 
error  and  discipline.  It  is  a  method  for  ap¬ 
proaching  problem  solving. 

People  who  have  not  learned  how  to  learn 
are  often  quickly  frustrated  and  feel  out  of 
control.  The  escape  of  drugs  “solves”  that 
problem  temporarily.  In  recovery,  these 
people  face  the  mega-challenge  of  a)  avoid¬ 
ing  the  lure  of  escape  via  drugs,  and  b)  hav¬ 
ing  to  face  real  and  usually  major  problems 
while  having  under-developed  problem 
solving  skills. 

Extended  care  treatment  programs  that  last  several 
months  to  over  one  year  may  be  equipped  to  ad¬ 
dress  these  issues,  but  very  few  dependent  peo¬ 
ple  are  fortunate  enough  to  be  admitted  to  these 
programs.  In  reality,  many  people  addicted  to  crack 
complete  treatment  and  then  enter  aftercare  pro¬ 
grams,  though  their  real  need  is  for  extended 
primary  treatment. 

This  challenge  must  be  acknowledged  up  front. 
It  produces  a  situation  where  aftercare  staff  are  like¬ 
ly  to  fail  despite  their  best  efforts. 

In  a  six  month  period  in  1988,  60%  of  the  new 
clients  in  the  IBCA  aftercare  program  relapsed.  That 
does  not  mean  they  might  not  return  and  be  suc¬ 
cessful  the  second  or  third  time,  but  it  does  pro¬ 
duce  a  negative  reality  for  staff,  i.e.  ‘  ‘No  matter  how 
hard  we  work,  we  know  that  given  the  current 
structure  of  treatment,  a  significant  percentage  of 
our  clients  will  relapse.” 
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Until  available  primary  care  is  structured  to  meet 
the  long  term  needs  of  coke  and  crack  addicts, 
there  will  be  a  strain  on  aftercare  staff  who  will  be 
faced  with  relapse  rates  that  are  staggeringly  high. 

Each  new  popular  drug  presents  new  challenges 
for  staff.  The  current  crisis  centers  on  crack.  Past 
challenges  have  been  marijuana  and  angel  dust. 
Future  challenges  will  likely  include  crank.  The 
principle  concepts  of  aftercare  remain  the  same  but 
different  drugs  often  present  additional  challenges, 
so  these  are  worthy  of  mention.  Staff  must  be 
aware  of  new  challenges  while  adhering  to  the 
essential  concepts  of  aftercare. 


C.  Group  Services 

I.B.C.A.  operates  five  different  types  of  groups.  All 
but  one  of  these  is  facilitated  by  a  staff  person.  (The 
Alumni  Group  is  cofacilitated  by  two  participants.) 

All  groups  meet  weekly.  The  staff  person  who 
facilitates  each  group  routinely  prepares  a  brief 
report  on  each  group  participant  and  submits  those 
reports  to  the  Aftercare  Case  Manager.  This  gives 
the  Case  Manager  another  perspective  on  the 
client’s  behavior. 

The  five  groups  offered  by  I.B.C.A.  are: 

1 .  Stabilization  Group 

The  purpose  of  this  group  is  to  help  people 
become  stable  in  early  sobriety.  The  people 
referred  to  this  group  have  between  one  day 
and  3  months  sobriety. 

The  Stabilization  Group  is  a  twelve  week  pro¬ 
gram.  The  topics  addressed  center  on  early 
recovery  issues,  such  as  what  a  support  group 
is  and  why  it  is  needed;  the  first  4  steps  in  the 
1 2  Step  Program;  shame  and  guilt;  compulsive 
behavior;  friends  and  family  members  who  still 
use;  tools  for  recovery;  and  relapse  prevention. 

The  group  concentrates  on  topics  rather  than 
issues.  Topics  are  subjects  that  apply  to  every¬ 
one,  whereas  issues  apply  to  oneself.  The 
group  attempts  to  ease  people  into  issues  but 
not  to  push  them. 


The  majority  (approximately  83%)  of  people 
participating  in  IBCA  aftercare  are  referred  to 
this  group. 

This  group  is  the  least  stable  of  the  5  aftercare 
groups  because  so  many  people  relapse  early 
in  the  process  of  their  recovery. 

2 .  Middle  Group 

This  group  is  directed  at  people  with  3  months 
to  2  years  sobriety.  People  successful  in  com¬ 
pleting  the  12  week  series  of  the  Stabilization 
Group  are  then  referred  to  the  Middle  Group. 

The  focus  of  the  Middle  Group  is  one’s  self. 
Issues  are  discussed  more  so  than  topics.  This 
group  is  less  structured  than  the  Stabilization 
Group. 

This  group  has  more  continuity  in  terms  of  par¬ 
ticipants  than  the  Stabilization  Group. 


3  .  Black  Women’s  Support  Group 

This  group  was  established  because  many 
women  need  to  address  women’s  issues.  This 
group  can  function  as  an  alternative  to  the  Mid¬ 
dle  Group.  A  minimum  of  3  months  sobriety 
is  necessary  for  participation  in  this  group  and 
women  can  participate  for  up  to  2  years. 

There  are  a  number  of  issues  which  women 
will  discuss  more  openly  and  honestly  when 
men  are  not  present.  One  of  these  is  sex  and 
some  women’s  tendency  to  substitute  their 
chemical  addiction  with  an  addiction  to  a  man. 
To  maintain  such  addictive  behavior  is  a  set¬ 
up  for  relapse. 

This  group  tends  to  be  very  stable  in  terms  of 
participant  attendance. 

4 .  Domestic  Abuse  Group  for  Women 

Women  who  repeatedly  get  into  relationships 
where  there  is  violence  are  referred  to  this 
group.  The  focus  of  this  group  is  on  violence 
and  women’s  acceptance  of  it. 

The  Domestic  Abuse  Group  for  Women  is 
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facilitated  by  the  I.B.C.A.  staff  person  who 
specializes  in  family  violence  services. 

This  group  also  tends  to  be  very  stable  in  terms 
of  participant  attendance. 

5.  Alumni  Group 

This  group  is  for  people  who  have  attained  two 
or  more  years  sobriety,  and,  as  stated  prev¬ 
iously,  is  facilitated  by  participants,  not  staff. 
This  group  is  often  a  source  of  volunteers  to 
other  I.B.C.A.  programs. 

Occasionally  people  with  less  than  two  years 
sobriety  are  referred  to  this  group.  This  is  done 
when  one  of  the  following  situations  holds; 

■  A  man  is  in  his  mid-40’s  or  older.  Age  can 
be  a  barrier,  so  men  in  the  older  age  bracket 
may  be  referred  to  Alumni  Group  where  they 
will  likely  be  more  comfortable  and  relate 
better. 

■  A  person  who  because  of  work  requir¬ 
ements  cannot  meet  the  night  the  Stabilization 
Group  meets.  The  Alumni  Group  is  an  alter¬ 
native  that  is  not  ideal  but  is  certainly  better 
than  nothing  and  group  members  are  more 
equipped  to  help  the  individual  and  provide 
support. 

■  A  young  person  who  has  a  “know  it  all” 
attitude  and  who  because  of  this  attitude  is 
unlikely  to  successfully  make  it  through  the 
Stabilization  Group.  Sometimes  referring  such 
a  person  to  the  Alumni  Group  is  a  workable 
alternative.  People  with  2  or  more  years  sobri¬ 
ety  are  less  likely  to  be  passive  in  listening  to 
this  young  person’s  certain  posture,  and  may 
give  such  a  person  a  better  chance  at  recovery. 
(Referring  this  type  of  individual  can  only  be 
done  infrequently.  Otherwise,  it  may  disrupt 
the  normal  functions  of  the  Alumni  Group.) 

6.  Youth  Transition  Group 

This  is  primarily  a  support  group  that  also  has 
educational  components.  (Speakers  are  brought 
in  to  address  topics  in  which  the  youth  express 
interest.) 


The  Youth  Transition  Group  is  facilitated  by 
staff  or  volunteers.  Young  people  in  treatment 
as  well  as  those  who  have  completed  treatment 
are  invited  to  participate.  Young  people  can 
participate  in  this  group  on  an  ongoing  basis. 


D.  Theraputic  Recreation 

IBCA  sponsors  a  number  of  recreational  activities 
for  recovering  people,  such  as: 

1.  Retreats 

Two  retreats  are  held  each  year — one  in  the 
spring  and  one  in  the  fall.  These  retreats  are 
for  2  1/2  days  in  a  retreat  center  in  the  woods. 

These  retreats  are  an  opportunity  to  get  away 
from  the  city  in  a  lovely  setting  that  also  has 
recreational  opportunities.  Participants  can 
swim,  fish,  walk  in  the  woods  and  take  part 
in  sports  activities.  There  are  structured  ac¬ 
tivities  such  as  a  dance,  poetry  readings  and 
“candlelight  AA  meetings”  held  outside  at  night 
by  a  fire. 

For  many  people  these  retreats  are  an  oppor¬ 
tunity  to  learn  how  to  socialize  without  being 
intoxicated. 

Meals  can  be  cooked  by  the  participants  or 
catered  in  depending  upon  the  facilities,  availa¬ 
bility  of  staff  to  coordinate  the  cooking,  etc. 

The  goal  of  the  retreat  is  to  provide  a  variety  of 
options  without  having  it  be  overly  structured. 

Typically,  about  50  clients  participate  in  each 
retreat. 

2.  Client  Social  Events  Committee 

IBCA  has  a  Client  Social  Events  Committee. 
Clients  volunteer  to  be  members  of  this  com¬ 
mittee  whose  responsibility  is  plan  one  social 
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event  each  month.  The  social  event  could  be 
a  movie  premier,  a  dance,  a  sports  event  or 
whatever  this  group  decides.  The  committee 
is  given  a  certain  allowance  and  if  they  want 
to  sponsor  an  event  that  will  cost  more,  it  is 
their  responsibility  to  raise  the  additional 
dollars. 

3.  Annual  Events 

IBCA  sponsors  two  annual  events: 


a.  Summer  picnic 

Current  and  former  clients  and  their  families 
are  invited  to  this  event  which  is  a  cook- 
out  by  a  lake.  There  are  sports  events  and 
a  variety  of  activities  for  people  of  all  ages. 

b.  Christmas  party 

Each  year  a  Christmas  party  is  held  for 
clients  and  former  clients  and  their  families. 
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Prevention  Services 


A.  Background 

Prevention  efforts  directed  at  drug  abuse  among 
young  people  became  popular  in  the  1960’s  with 
the  dramatic  increase  in  drug  experimentation. 
Many  of  these  prevention  efforts  were  neither  well- 
conceived  nor  well-implemented.  By  the  early 
1970’s  educators  were  critically  reviewing  the 
earlier  prevention  efforts  to  try  to  learn  a)  which 
were  effective  and  which  were  not  and  b)  why 
some  methods  worked  and  why  others  did  not. 

For  a  time  prevention  efforts  were  not  well  regard¬ 
ed.  Then  two  things  happened: 

1 .  We  began  to  learn  more  about  principles  of 
prevention,  i.e.  what  works  and  what  does  not 
work. 

2 .  Efforts  to  prevent  smoking  among  young  peo¬ 
ple  and  to  get  current  adult  smokers  to  quit 
began  to  demonstrate  success  on  a  national 
scale.  The  percentage  of  the  population  that 
smokes  has  been  declining  in  the  last  several 
years. 

Conceptually,  few  people  disagree  that  prevention 
is  both  a  positive  and  necessary  strategy  in  the  war 
against  alcohol  and  drug  abuse  and  dependency. 
The  enormous  challenge,  however,  is  how  to  ef¬ 
fectively  meet  this  need  at  the  local  level  when 
there  are  limited  resources  available. 

Influences  on  people — both  children  and  adults — 
that  can  promote  use  and  abuse  of  chemicals  are 
powerful  and  many.  Here  are  just  a  few: 

-  Friends  who  use/abuse 

-  The  widespread  acceptance  in  our  society 
of  the  role  of  alcohol  and  drugs  in  socializ¬ 


ing  and  partying. 

-  The  saturation  in  the  black  community  of 
liquor  advertising  that  makes  drinking  ap¬ 
pear  glamorous,  romantic  and  the  mark  of 
success. 

-  The  portrayal  in  movies  and  on  television 
of  drinkers  and  drug  users.  Drinkers  and 
drug  users  are  often  shown  as  living  in  the 
fast  lane  and  whether  or  not  their  use  results 
in  negative  consequences,  the  lifestyle  often 
has  a  danger,  a  glamour  that  sends  the 
message  that  this  is  a  fun,  romantic  way  to 
go. 

-  The  romanticization  of  drug  use  in  the  lyrics 
of  popular  music.  This  can  have  a  signifi¬ 
cant  impact  on  children  and  teenagers. 
These  lyrics  usually  don’t  tell  others  to  use; 
it  is  a  shade  more  subtle.  They  describe  use 
as  if  it  is  a  given,  a  fact  of  life.  Pop  music 
singers  are,  in  general,  idols  to  teenagers. 
If  these  idols  sing  about  drugs,  then  the 
message  is  that  they  are  ok,  a  part  of  grow¬ 
ing  up,  the  in  thing  to  do. 

-  The  increasing  presence,  especially  in  low 
income  neighborhoods  of  open  drug  deal¬ 
ing  and  the  opportunity  for  young  people 
(whether  they  use  or  not)  to  make  money 
in  the  drug  trade. 

All  of  the  above  influences  are  powerful  and  many 
are  experienced  daily  by  a  high  percentage  of  the 
population. 

How  does  one  counter  these  powerful  in¬ 
fluences  that  encourage  alcohol  and  drug 
use? 
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It  is  important  to  not  feel  so  overwhelmed  that  one 
just  “throws  in  the  towel”  on  prevention.  At  the 
local  level  you  cannot  do  it  all,  but  you  can  make 
a  difference. 

What  are  prevention  strategies  based  on? 

The  public  health  model  describes  three  different 
focuses  of  prevention.  These  are: 

1.  Agent 

The  agent  is  drugs  or  alcohol;  it  is  the  substance 
needed  to  produce  the  mood-altering  effect. 

2.  Host 

The  host  is  the  individual  who  uses/abuses  the 
drugs  or  alcohol. 

3.  Environment 

The  environment  can  be  viewed  in  a  narrow 
or  a  broad  way.  It  is  like  a  series  of  concentric 
circles.  Here  are  examples  of  rings  in  a  person’s 
environment: 

-  Immediate  family:  the  people  one  lives  with 

-  Schools,  place  of  employment,  and  close 
friends.  (These  are  people  with  whom  one 
has  near  daily  contact.) 

-  A  person’s  immediate  neighborhood  and 
the  people  who  live  there;  a  person’s 
church,  social  clubs,  sports  teams,  or  other 
organizations  that  involve  regular  or 
periodic  attendance  and  participation. 

-  The  town  or  city  a  person  lives  in. 

Environment  can  be  looked  at  geograph¬ 
ically,  i.e.  going  from  a  person’s  home  to 
the  immediate  neighborhood,  to  a  section 
of  a  city,  to  the  entire  city,  the  larger 
metropolitan  area  and,  finally,  to  the  state. 

Environment  can  also  be  looked  at  in  terms 
of  the  people  or  organizations  that  influence 
an  individual  and  his/her  behavior. 

The  simplest  way  to  think  of  environment 


is  all  people  outside  the  host  who  influence 
that  person. 

The  reason  for  distinguishing  between  the  agent, 
host  and  environment  is  that  it  is  useful  in  forcing 
clarity  on  alcohol  and  drug  prevention  strategies. 

Agent-focused  strategy:  This  includes  efforts  to 
curb  the  availability  of  drugs  or  alcohol.  Examples 
are: 

-  Marijuana  crop  eradication 

-  Seizure  and  destruction  of  cocaine,  heroine 
and  other  illegal  substances  by  customs 
agents  or  border  patrols 

-  Laws  that  prohibit  the  growth,  manuafac- 
ture  or  distribution  of  specific  drugs 

Host-focused  strategy:  This  includes  efforts  to 
educate  individuals  as  to  the  harmful  effects  of 
drugs  and  alcohol.  The  purpose  of  host-focused 
strategies  is  to  equip  individuals  by  giving  them 
information,  developing  their  resistance  skills  and 
developing  their  life  coping  skills  to  encourage 
them  to  make  the  decision  to  not  use.  Host-focused 
strategies  also  include  laws  that  make  the  use  of 
certain  drugs  illegal  and  alcohol  illegal  for  people 
under  a  given  age,  as  well  as  drunk  driving  laws. 

Environment-focused  strategy:  The  focus  here 
is  outside  the  individual  and  on  a  larger  environ¬ 
ment.  Examples  of  environment-focused  strategies 
are: 

-  Social  policies  established  by  agencies, 
businesses,  etc.  that  prohibit  drinking  or 
drug  use  and  will  not  allow  people  under 
the  influence  to  remain  on  the  premises 

-  Holding  a  person  responsible  for  his/her 
behavior  while  under  the  influence  (this  in¬ 
cludes  crimes,  being  a  public  nuisance,  etc.) 

-  Establishing  drug-free  zones  in 
neighborhoods  where  residents  take  active 
measures  to  report  dealers  and  users 

To  summarize,  prevention  strategies  can  focus  on: 

-  Curbing  the  agent  (reducing  the  availabili- 
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ty  of  drugs  and  alcohol) 

-  Curbing  the  host’s  (individual’s)  desire  or 
willingness  to  use  the  agent 

-  Curbing  the  environment  where  use  is 
acceptable 

The  distinction  between  agent,  host  and  environ¬ 
ment  is  simply  a  categorizing  tool  that  is  useful  in 
developing  a  comprehensive  prevention  strategy. 
There  is  currently  agreement  by  many  people  in 
the  field  of  chemical  dependency  that  there  have 
been  insufficient  prevention  efforts  focused  on  the 
environment. 

In  the  campaign  to  reduce  smoking,  it  has  become 
clear  that  environment-focused  strategies  have 
played  an  important  role  in  making  smoking  less 
socially  acceptable.  An  individual  who  chooses  to 
continue  smoking  despite  the  increased  education 
as  to  its  harmful  physical  effects  now  finds  that 
he/she  no  longer  has  the  option  to  smoke  in  many 
places  such  as: 

-  airplanes 

-  public  buildings,  except  for  designated 
areas 

-  some  businesses  and  agencies  that  have 
elected  to  become  smoke  free 

-  certain  sections  of  restaurants 

These  environmental  prevention  strategies  are  a 
constant  reminder  that  smoking  is  both  annoying 
and  harmful  to  non-smokers.  This  has  shifted  the 
issue  from  the  rights  of  smokers  (which  were  once 
taken  for  granted)  to  the  rights  of  non-smokers 
(which  are  being  emphasized  and  enforced).  Smok¬ 
ing  is  increasingly  being  regarded  as  a  form  of  de¬ 
viant  behavior.  Many  people  who  continue  to 
smoke  admit  feeling  embarrassment  at  the  habit 
and  thus  are  more  sensitive  to  its  negative  effects 
on  others. 

Alcohol  and  drug  prevention  messages  to  in¬ 
dividuals  may  be  lost  if  they  are  contradicted  by 
the  environment.  This  is  especially  true  for  children 
who  are  getting  more  information  in  the  schools 
on  the  harmful  effects  of  drugs  and  alcohol  and 


how  to  resist  them.  When  these  children  go  home 
from  school,  however,  they  may  be  exposed  to 
opposite  messages  from  users  and  pushers.  In  ad¬ 
dition,  (and  perhaps,  more  importantly)  they  may 
lack  positive  role  models  in  their  own  homes;  they 
may,  in  fact,  be  exposed  to  negative  role  models 
in  their  parents  or  siblings.  This  points  up  the  need 
for  a  coordinated  strategy  in  prevention — a 
strategy  that  must  include  the  environment. 


B.  Principles  of  Prevention 

We  have  developed  some  principles  of  prevention 
that  might  help  you  in  your  efforts  to  design  ef¬ 
fective  prevention  programs. 

1 .  Prevention  programs  should  be  design¬ 
ed  or  adapted  with  an  awareness  of  local 
values,  interests  and  the  resources 
available. 

An  important  part  of  developing  an  effective 
prevention  program  is  allowing  the  participants  to 
have  a  hand  in  the  design.  Ownership  is  greatly 
increased  when  people  can  use  their  creative 
talents. 

You  might  begin  with  a  general  idea  for  a  preven¬ 
tion  project  (often  based  on  something  you  have 
heard  was  successfully  tried  elsewhere).  It  is  im¬ 
portant  that  in  developing  this  project  idea,  that 
you  demonstrate  flexibility  and  allow  adaptations 
that  are  appropriate  to  your  community  or  the 
talents  and  interests  of  the  volunteers  who  are  help¬ 
ing  with  the  project.  Let  the  people  involved  in  the 
project  have  a  role  in  its  design  or  adaptation. 

2.  The  ownership  and  personal  investment 
of  a  prevention  project  is  often  increas¬ 
ed  when  the  cost  is  kept  low  through 
donations  of  supplies  or  time  from 
volunteers. 

Agencies  are  usually  motivated  to  keep  the  cost  of 
a  prevention  program  low  because  they  have 
limited  resources.  There  is  another  equally  com¬ 
pelling  reason  to  keep  the  cost  low:  it  generally 
increases  the  community  ownership  and  participa¬ 
tion  in  the  project. 

Say,  for  example,  you  want  to  provide  food  to 
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some  volunteers  who  are  helping  with  a  preven¬ 
tion  project.  You  could  buy  them  food  from  your 
agency  budget  or  alternatively  you  could  solicit 
a  donation  by  a  fast  food  restaurant  or  get  other 
volunteers  to  purchase  and  cook  the  food.  Either 
of  the  last  two  options  increases  ownership  and 
expands  the  number  of  people  aware  of  and  ac¬ 
tively  participating  in  your  project. 

The  primary  expense  of  many  prevention  projects 
will  be  for  staff.  It  requires  staff  time  to  organize 
and  coordinate  projects  and  to  solicit  donations 
and  participation.  A  major  role  of  prevention  staff 
is  to  leverage  other  volunteer  resources. 

3 .  In  general,  the  more  groups  of  people  in¬ 
volved  in  a  prevention  program,  the 
better. 

There  are  3  categories  of  people  who  should  be 
involved  in  a  prevention  program: 

a.  Sponsors 

To  maximize  effectiveness  for  large  projects,  you 
may  want  several  sponsors  rather  than  one.  Your 
agency  might  initiate  the  program,  but  should 
solicit  the  involvement  of  other  organizations. 

There  are  a  variety  of  organizations  that  might  assist 
in  providing  resources  necessary  to  conduct  the 
program.  Examples  are:  schools,  community  agen¬ 
cies,  churches,  businesses  and  foundations.  Spon¬ 
sors  can  play  a  variety  of  roles  such  as  outreach, 
donating  space  or  equipment,  providing  transpor¬ 
tation,  or  financing  part  of  the  program. 

Maximizing  the  number  of  sponsors  accomplishes 
the  following  positive  objectives: 

-  It  keeps  the  cost  down. 

-  It  increases  the  involvement  throughout  the 
community  which  also  tends  to  increase 
outreach  for  the  program. 

-  It  increases  the  visibility  of  alcohol  and  drug 
abuse  issues. 

-  It  increases  awareness  throughout  the  com¬ 
munity  that  your  agency  is  actively  com¬ 
mitted  to  promoting  prevention. 


b.  Program  implementers 

Program  implementers  are  most  often  volunteers. 
These  are  the  people  who  do  the  wide  variety  of 
tasks  necessary  to  implement  the  program. 

This  is  a  very  significant  group.  Particularly  in 
prevention  programs  aimed  at  youth,  the  role  of 
the  implementers  is  important  not  just  because 
they  are  helping  to  make  the  program  possible  for 
the  benefit  of  others,  but  because  their  participa¬ 
tion  reinforces  or  firms  their  own  commitment  to 
the  prevention  message. 

Educators  estimate  that  people  retain  10  percent 
of  what  they  read,  20  percent  of  what  they  hear 
and  90  percent  of  what  they  participate  in  by  ac¬ 
tion.  Youth  who  play  a  role  in  implementing  a 
prevention  program  are  cementing  their  beliefs. 

Young  people  sometimes  are  reluctant  to  get  in¬ 
volved  because  they  don’t  start  out  feeling  a  strong 
commitment  to  not  using  drugs.  They  may  par¬ 
ticipate  in  the  program  for  a  variety  of  other 
reasons,  i.e.  a  chance  to  meet  people  or  do 
something  fun.  Nonetheless,  their  participation 
may  have  a  long  term  positive  impact  on  them  and 
increase  their  awareness  and  commitment  to  be¬ 
ing  or  becoming  drug-free. 

The  most  profound  effects  of  drug  prevention  pro¬ 
grams  are  often  on  the  implementers.  Kids  who 
have  rarely  participated  in  constructive  activities 
now  have  something  positive  in  their  mental 
resume.  They  feel  the  self-esteem  that  goes  with 
making  a  contribution.  They  often  feel  a  very  great 
pride  in  their  role.  This  identity  can  be  critical  for 
young  people  who  have  had  little-to-no  involve¬ 
ment  in  such  activities. 

c.  Program  Audience 

These  are  the  people  who  have  not  sponsored  or 
implemented  the  program  but  who  attend  the 
function  or  are  exposed  to  the  program  message. 
These  people  can  be  the  ostensible  focus  for  the 
program. 

In  general,  programs  that  require  some  participa¬ 
tion  from  the  program  audience  are  more  likely 
to  be  effective.  Active  (rather  than  passive)  par¬ 
ticipation  entails  greater  commitment  from  the  au- 
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dience  and  will  more  openly  and  effectively 
challenge  resistance  to  the  prevention  message. 

Very  often  prevention  programs  seek  to  reach  the 
greatest  number  of  people  possible.  Sometimes  this 
is  desirable  and  sometimes  this  becomes  a  quality/ 
quantity  issue.  In  other  words,  reaching  a  vast 
number  of  people  (quantity)  can  mean  reducing 
the  meaningful  participation  (quality)  by  those  peo¬ 
ple  in  the  event. 

4.  Visibility  for  alternative  messages  about 
drugs  and  alcohol  is  critical. 

Many  black  people  have  tended  to  view  alcoholism 
as  a  white  man’s  problem.  This  is  simply  not  true. 
Alcoholism  and  drug  abuse  and  addiction  has 
become  a  critical  problem  in  the  black  communi¬ 
ty.  The  message  needs  to  get  into  black  com¬ 
munities  that  chemical  abuse  and  dependency  is 
a  disease  and  not  a  healthy  “normal”  state  of  being. 

This  message  is  especially  critical  for  children,  peo¬ 
ple  who  are  recovering  and  for  the  families  of 
abusers  and  chemically  dependent  people.  When 
this  message  is  not  effectively  communicated,  the 
users  and  pushers,  in  effect,  are  given  power  over 
interpreting  the  use  and  role  of  drugs. 

It  is  neither  wise  nor  appropriate  to  totally  rely  on 
the  schools  to  get  information  about  drugs  to 
young  people.  In  many  communities,  schools  are 
making  concerted  efforts  to  educate  young  peo¬ 
ple  about  the  dangers  of  drugs.  These  messages 
need  to  be  reinforced  by  others.  Efforts  also  need 
to  be  made  to  get  these  messages  to  the  parents. 
If  the  parents  are  not  actively  trying  to  be  part  of 
the  solution,  they  are  likely  to  be  part  of  the 
problem. 

5.  Prevention  programs  need  to  be  clearly 
targeted  at  a  specific  population. 

One  of  the  lessons  learned  from  some  of  the  not- 
so-effective  prevention  programs  on  drugs  in  the 
late  60’s  and  70’s  is  the  need  for  clear  targeting. 
A  program  that  appeals  to  8  year  olds,  for  exam¬ 
ple,  will  not  likely  appeal  to  1 2  year  olds  or  1 6  year 
olds. 

Clearly  targeted  programs  are  much  more  likely 
to  be  effective.  This  begins  with  the  need  for  pro¬ 


grams  directed  specifically  at  black  people.  The  au¬ 
dience  needs  to  identify  with  the  people  who  com¬ 
municate  the  message.  They  need  to  identify  with 
dress,  speech,  humor,  mannerisms  and  values. 
Where  the  audience  does  not  identify  with  those 
who  communicate  the  message,  the  message  lacks 
credibility.  The  people  who  communicate  the 
message  must  either  be  like  the  target  audience  or 
must  represent  someone  the  target  audience  would 
like  to  be  (role  models). 

National  prevention  programs  frequently  use 
celebrities  such  as  athletes  or  entertainers  as  role 
models.  This  is  often  difficult  at  the  local  level. 
What  is  readily  possible  for  local  prevention  pro¬ 
grams  is  to  use  people  who  are  like  the  target 
population.  Some  examples: 

-  Using  children  to  present  prevention 
messages  to  other  children 

-  Using  teens  to  talk  to  other  teens 

-  Using  single  mothers  to  talk  to  other  single 
mothers 

6.  A  variety  of  approaches  to  prevention  is 
most  effective. 

Variety  in  prevention  projects  is  stimulating  for  staff 
and  also  entails  involving  a  variety  of  sponsors  and 
volunteers  in  the  various  projects. 

Prevention  can  be  looked  at  like  advertising:  it 
needs  to  be  varied,  fresh  and  creative.  It  needs  to 
be  interesting  to  the  audience,  not  stale  and 
predictable. 

7.  To  maximize  your  resources,  it  is  wise  to 
be  aware  of  projects  others  have  done  in 
other  communities. 

You  can  often  borrow  ideas  and  materials  from 
these  projects  and  both  improve  the  quality  of  your 
prevention  project  and  save  substantial  time. 

IBCA,  for  example,  has  a  Resource  Center  and 
distributes  information  and  materials  to  people  re¬ 
questing  them.  We  are  happy  to  share  ideas  and 
materials  with  others.  One  of  our  prevention  pro¬ 
jects,  for  example,  was  a  literature  drop  in  black 
neighborhoods.  The  literature  we  developed  in- 
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eluded  an  explanation  of  various  types  of  drugs 
and  their  effects.  If  you  wish  to  attempt  such  a  pro¬ 
ject,  you  might  find  it  helpful  to  look  at  the 
materials  we  developed.  Reacting  to  something 
developed  by  someone  else  is  usually  easier  than 
starting  out  with  a  blank  piece  of  paper. 

8.  Publicity  for  prevention  projects  is 
critical. 

Television,  radio  and  newspapers  are  often  will¬ 
ing  to  make  announcements  about  community 
events.  When  approaching  them  to  ask  their 
cooperation,  you  should  keep  in  mind  their  needs 
so  that  you  are  able  to  supply  them  with  the  type 
of  information  or  interviews  useful  to  them. 

Media  announcements  about  projects  not  only  in¬ 
crease  outreach  for  the  project,  they  also  bring  to 
the  attention  of  all  viewers,  listeners  or  readers  that 
there  are  drug-free  activities  in  the  community. 
This  serves  a  number  of  functions: 

a.  It  is  a  message  that  runs  counter  to  ‘ ‘everybody 
is  doing  it”.  This  can  be  especially  important 
for  young  people  who  are  always  searching  for 
identity  with  what  is  “in”.  It  provides  a  little 
counter  information  that  everybody  is  not  do¬ 
ing  it. 

b.  It  provides  reinforcement  for  recovering  peo¬ 
ple.  It  is  particularly  important  for  recovering 
people  to  be  reminded  that  they  are  not  alone 
and  to  get  encouragement  to  stay  drug-free. 

c.  There  are  many  people  in  the  black  communi¬ 
ty  who  do  not  believe  that  the  use  of  alcohol 
and  drugs  is  wise  or  positive.  These  people 
often  feel  overwhelmed  by  messages  which 
render  their  attitudes  old-fashioned.  They  will 
likely  experience  some  positive  reinforcement 
when  they  hear  messages  about  taking  pride 
in  a  drug- free  way  of  life. 

d.  Outreach  provides  visibility  for  your  agency. 
Agencies  that  address  chemical  dependency 
need  to  promote  awareness  in  the  community 
of  what  they  stand  for;  they  need  to  pull  the 
issue  out  of  the  closet  and  demonstrate  the 
positive  beliefs  they  have. 

9.  Recognition  of  sponsors  and  volunteers 


who  assist  with  planning  and  implemen¬ 
ting  prevention  projects  is  a  mandatory 
part  of  all  prevention  efforts. 

Recognition  can  take  many  forms.  If  there  are 
posters  or  brochures  announcing  the  project,  spon¬ 
sors  can  be  listed.  Media  publicity  about  the  pro¬ 
ject  can  sometimes  include  an  acknowledgement 
of  major  sponsors.  Letters  can  be  sent  to  volunteers 
who  assisted  with  the  project.  Sometimes  it  is  feasi¬ 
ble  to  have  a  party  or  recognition  banquet  for  those 
who  helped  make  the  project  possible. 

Whatever  form  the  recognition  takes,  it  is  critical 
that  it  be  done.  Recognition  of  the  sponsors  and 
volunteers  should  be  planned  and  budgeted  into 
all  prevention  projects. 

It  is  more  than  just  good  manners  to  thank  all  the 
people  who  helped.  This  acknowledgment  serves 
to  reinforce  their  feeling  of  pride  in  having  assisted. 
It  leaves  the  sponsors  and  volunteers  with  a 
positive  impression  of  the  project  and  your  agen¬ 
cy,  both  of  which  are  critical.  It  may  be  surprising 
to  staff  just  how  important  a  letter  of  recognition 
can  be  to  volunteers — especially  young  people 
who  may  have  never  before  done  any  kind  of  com¬ 
munity  work. 

10.  Staff  should  be  required  to  write  up  a  sum¬ 
mary  of  all  prevention  projects  attempted  and/or 
implemented. 

This  is  a  step  often  resisted  by  staff.  Prevention  pro¬ 
jects  frequently  require  more  work  than  an¬ 
ticipated  and  at  their  conclusion,  staff  may  feel 
burned  out  and  pressured  to  move  on  to  other 
work. 

The  reasons  why  writing  prevention  project  sum¬ 
maries  is  critical  are: 

■  Future  replication  of  the  project  will  be  possi¬ 
ble  and  easier  if  there  is  a  record  of  past  ex¬ 
perience.  Too  often  only  one  staff  person  has 
a  comprehensive  understanding  of  what  it 
takes  to  organize  a  particular  prevention  pro¬ 
ject.  If  that  person  does  not  record  this  infor¬ 
mation  and  later  leaves  the  agency,  then  a 
wealth  of  information  is  lost. 

■  There  are  usually  hidden  tasks  not  anticipated 
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at  the  beginning  of  the  project  that  emerge  once 
the  project  is  underway.  It  is  important  that 
these  unanticipated  tasks  be  recorded  while 
they  are  still  fresh  in  the  minds  of  the  staff.  They 
will  enable  better  future  planning.  From  an  ad¬ 
ministrative  point  of  view,  it  is  important  to  be 
able  to  accurately  estimate  the  resources  ’staff 
time,  dollars  and  volunteers)  required  to  im¬ 
plement  a  project  from  start  to  finish. 

■  Improvements  can  be  made  on  projects  only 
when  there  is  clarity  as  to:  a)  exactly  what  the 
project  tried  to  do  and  how,  and  b)  what  pro¬ 
blems  and  issues  arose  in  the  course  of  trying 
to  implement  the  project. 

C.  Prevention  Theories:  Science  vs. 
Politics 

For  people  new  to  the  field  of  prevention,  it  may 
be  helpful  to  note  that  prevention  theories  are  in¬ 
fluenced  not  only  by  science  but  by  politics  as  well. 

The  scientific  approach  begins  with  a  theory,  then 
tests  that  theory  with  research.  In  many  areas  of 
prevention,  there  has  not  been  sufficient  empirical 
testing  of  theories  to  form  confident  conclusions. 
Often  the  findings  in  one  research  project  appear 
to  contradict  those  of  another  research  project. 

Competent  researchers  are  usually  careful  to  not 
over-generalize  from  the  results  of  one  research 
study.  The  number  of  people  included  in  the  study, 
the  nature  of  the  study  design  and  the  measure¬ 
ment  tools  employed  all  can  affect  the  study  results. 
In  addition,  the  effectiveness  of  prevention  is 
especially  challenging  to  study  because  of  the  need 
for  longitudinal  data. 

The  political  approach,  by  contrast,  often  leads 
to  the  appearance  of  great  certainty  that  a  particular 
theory  is  true.  American  politics  fosters  a 
pendulum-like  swing  from  one  theory  to  another. 
If  a  predecessor  (especially  if  that  person  was  of 
a  different  political  party)  took  Posture  X,  then  his 
successor  will  likely  take  Posture  Y.  This  often  gives 
the  appearance  of  a  great  change  in  policy,  but  two 
factors  should  be  noted: 

a.  Swings  in  public  policy  may  be  more  apparent 
than  real.  In  other  words,  political  rhetoric  that 


seems  to  indicate  a  major  change  in  policy  direc¬ 
tion  but  may,  in  fact,  be  only  rhetoric,  i.e. 
words,  not  deeds. 

b.  Public  policies  are  often  justified  by  selective 
research  that  appears,  in  isolation,  to  be  con¬ 
clusive  and,  therefore,  exaggerates  the  extent 
to  which  something  is  known. 

In  general,  researchers  tend  to  draw  less  confident 
conclusions  than  politicians. 

Some  of  the  prevention  literature  prepared  and 
distributed  by  governmental  departments  does  not 
always  present  a  given  idea  as  a  theory,  but  rather 
treats  it  as  though  it  were  a  proven  fact. 

It  helps  to  be  aware  of  what  the  prevailing  govern¬ 
mental  postures  are  because  this  can  affect  funding 
decisions.  In  developing  a  proposal  for  a  preven¬ 
tion  program,  you  need  to  be  aware  of  the  cur¬ 
rent  values,  beliefs  and  vocabulary. 


D.  Prevention  Programming  at  IBCA 

There  are  many  different  prevention  approaches 
and  strategies  which  can  basically  be  classified  in¬ 
to  two  types:  social  competency  and  social  policy. 

Social  Competency 

This  refers  to  the  development  of  knowledge, 
values,  skills,  and  interest  that  make  an  individual 
less  likely  to  use  or  abuse  alcohol  and  drugs. 

Examples  of  social  competency  strategies  are: 

-  Increasing  a  person’s  understanding  of  the 
effects  of  alcohol  and  drugs  and  knowledge 
of  the  distinction  between  use,  abuse  and 
dependency 

-  Developing  and  fostering  clear,  positive 
values  such  as  respect  for  oneself  and  for 
others  and  responsibility  for  one’s  actions 

-  Developing  refusal  skills  especially  among 
young  people  who  often  face  substantial 
pressure  from  peers  or  dealers  to  try  drugs 

-  Developing  alternative  interests  and  abilities 
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that  provide  positive  expression  and 
socialization. 

Social  competency  strategies  focus  on  the 
individual. 

Social  Policy 

Social  policy  strategies  focus  on  society  and  other 
people  rather  than  on  the  individual.  Social  policies 
define  standards,  norms  and  rules  to  which  others 
are  expected  to  conform.  Social  policies  can  be  for¬ 
mal  laws  and  regulations  or  they  can  be  informal 
practices  imposed  by  people  on  others  while  in 
their  homes. 

Social  policies  have  strength  in  that  they  com¬ 
municate  beliefs  and  acceptable  behavior  in  a  clear 
way.  The  result  of  social  policies  is  to  define  cer¬ 
tain  behavior  as  deviant  or  unacceptable  and  this 
can  be  a  powerful  tool. 

Social  policy  strategies  are  particularly  important 
in  black  communities  because:  a)  drinking  and  drug 
abuse  has  often  not  been  viewed  as  a  problem,  and 
b)  they  bind  elements  of  the  community  together 
in  a  way  that  reinforces  positive  behavior.  Social 
policies  help  promote  a  feeling  of  power  and 
influence. 

The  promotion  of  social  policies  can  take  place  in 
agencies  and  organizations  or  it  can  occur  with  in¬ 
dividuals  in  their  homes.  Social  policies  reinforce 
the  behavior  and  posture  of  those  people  who  do 
not  use  or  abuse  chemicals  and  they  make  clear 
that  those  who  do  use  and  abuse  cannot  do  so 
anywhere  and  any  time  they  choose  to  without 
experiencing  negative  consequences. 

Social  policies  can  change  the  balance  of  power 
from  those  who  are  irresponsible  with  chemicals 
to  those  who  are  not  irresponsible  with  chemicals. 
Social  policies  are  overt  statements  of  values 
without  apology.  They  set  parameters  that  say, 
“This  behavior  is  okay  and  acceptable,  and  This 
behavior  is  unacceptable”. 

When  people  unite,  they  have  great  power.  Most 
people  who  live  in  low  income  neighborhoods 
often  feel  powerless  to  combat  the  drug  dealing 
and  using  in  their  neighborhood.  Social  policy  is 
a  mechanism  for  combatting  that  feeling  and  that 


reality. 


E.  Prevention  Programming  at  IBCA 

In  building  prevention  programs,  IBCA  has  attemp¬ 
ted  to  use  a  variety  of  prevention  strategies  that 
are  based  on  need,  staff  skills,  resources  in  the  com¬ 
munity  and  available  opportunities. 

IBCA  has  two  prevention  programs  and  a  variety 
of  prevention  projects. 

Prevention  programs  are  ongoing.  (This  does 
not  mean  that  they  are  static  and  rigid  programs. 
They  may  be  changed  and  revised  to  meet  the 
need,  but  they  continue  to  be  offered  on  an  ongo¬ 
ing  basis.) 

Prevention  projects  are  one-time  or  periodic 
efforts. 

Prevention  Programs 

One  of  the  IBCA  prevention  programs  is  directed 
at  social  policy  and  the  other  is  directed  at  social 
competency. 

1 .  Social  Policy  Prevention  Program 

Social  policies  are  rules,  laws  and  restrictions  which 
establish  acceptable  behaviors.  There  are  two  kinds 
of  sanctions  used  to  enforce  social  policies:  legal 
and  social. 

Legal  sanctions  are  the  penalties  for  disobeying 
laws,  such  as  using  or  dealing  cocaine,  crack, 
heroine  or  marijuana;  underage  children  drinking; 
people  driving  while  intoxicated. 

Social  sanctions  are  the  loss  of  respect  or  face 
among  family  and  friends  and  the  imposition  of 
other  negative  consequences  for  violating  social 
rules.  There  are  a  wide  variety  of  social  sanctions, 
such  as  divorce,  losing  one’s  job,  being  asked  to 
leave  a  community  center  or  being  shunned  by 
friends. 

It  is  IBCA’s  premise  that  many  organizations  in  the 
black  community  have  not  established  a  clear 
posture  with  accompanying  sanctions  for  use  and 
abuse  of  drugs  and  alcohol.  There  is  often  an  ex- 
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cessive  tolerance  for  people  who  are  high  or  drunk. 
People  under  the  influence  frequently  victimize 
others — by  their  language,  their  physical  ag¬ 
gressiveness  or  other  inappropriate,  disruptive 
behavior. 

When  clear  social  policies  are  not  established  by 
agencies  and  other  organizations  in  the  black  com¬ 
munity,  the  inebriated  or  high  person  is  not  held 
accountable  for  his/her  behavior  and  sober, 
responsible  people  pay  the  price.  This  gives  the 
wrong  message. 

The  IBCA  Social  Policy  Prevention  Program  is  an 
attempt  to  get  agencies  and  other  organizations  to: 

a)  adopt  and  post  rules  of  acceptable  behavior, 
and 

b)  enforce  those  rules. 

IBCA  has  prepared  a  list  of  recommended  rules 
which  agencies  can  use  as  a  guideline. 

Each  year  a  number  of  agencies  are  contacted  by 
an  IBCA  prevention  staff  person.  The  social  policy 
approach  is  explained  to  the  agency  representative. 
IBCA  staff  assist  this  person  in: 

a)  adapting  a  policy  regarding  intoxification  for 
their  clients 

b)  deciding  the  consequences  for  violating  that 
policy,  and 

c)  informing  staff  and  posting  clear  rules  for  all 
clients  or  people  who  come  into  the  agency. 

Enforcement  of  a  social  policy  is  as  critical  as  the 
policy  itself.  Consequences  for  violating  the  rules 
must  be  clear  and  uniformly  applied  by  all  staff. 

The  power  of  social  policies  in  agencies,  social 
clubs  and  other  organizations  in  the  black  com¬ 
munity  cannot  be  over-emphasized.  In  a  communi¬ 
ty  center,  for  example,  if  there  is  a  clear  policy  that 
anyone  under  the  influence  of  alcohol  or  drugs  will 
not  be  allowed  to  participate  in  recreation  and  must 
leave  the  premises,  young  people  quickly  learn  the 
consequences  of  use.  The  message  is  received  not 
only  by  the  violators  but  by  those  who  adhere  to 
the  rules. 


When  people  violate  rules  but  are  not  reprimand¬ 
ed,  it  produces  a  sense  of  injustice  among  those 
who  comply  with  the  rules.  The  compliers  need 
to  be  rewarded  for  their  behavior  and  the  most  ef¬ 
fective  reward  is  to  free  them  from  the  presence 
of  rule  breakers. 

2 .  Social  Competency  Program 

Under  the  umbrella  of  social  competency,  there 
are  a  variety  of  strategies,  such  as: 

-  information  on  the  harmful  effects  of  drugs 

-  refusal  skills 

-  decision-making  skills 

-  affective  education  (This  deals  with  feelings 
and  emotions.) 

-  values  clarification 

-  development  of  alternative  interests 

What  are  the  levels  of  prevention? 

There  are  three  levels  of  prevention:  primary, 
secondary  and  tertiary. 

1 .  Primary  prevention 

Primary  prevention  is  directed  at  people  who 
do  not  use  to  prevent  them  from  starting. 

2.  Secondary  prevention 

Secondary  prevention  is  directed  at  individuals 
who  use  and  who  may  become  abusers.  The 
purpose  of  secondary  prevention  is  make  peo¬ 
ple  aware  of  the  dangers  of  abuse  and 
dependency. 

3.  Tertiary  prevention 

Tertiary  prevention  is  to  prevent  relapse  in 
recovering  people.  Tertiary  prevention  is  most 
often  the  responsibility  of  aftercare  programs, 
rather  than  prevention  programs,  although 
there  is  sometimes  overlap  between  aftercare 
and  prevention  for  this  function. 
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Some  people  are  at  higher  risk  than  others  for  using 
drugs.  The  Drug-Free  Schools  and  Communities 
Act  of  1986  defines  a  high-risk  child  as  an  individual 
who  has  not  attained  the  age  of  2 1  years,  who  is 
at  high  risk  of  becoming,  or  who  has  been,  a  drug 
or  alcohol  abuser  and  who: 

1 .  is  a  school  dropout; 

2.  has  become  pregnant; 

3.  is  economically  disadvantaged; 

4.  is  the  child  of  a  drug  or  alcohol  abuser; 

3.  is  a  victim  of  physical,  sexual  or 
psychological  abuse; 

6 .  has  committed  a  violent  or  delinquent  act ; 

7.  has  experienced  mental  health  problems; 

8.  has  attempted  suicide;  or 

9.  has  experienced  long-term  physical  pain 
due  to  injury} 

There  are  4  parts  to  the  IBCA  Social  Competency 
Program  which  is  directed  at  young  people. 

a.  Elementary  School  Initiatives  (Primary 
Prevention) 

IBCA  began  the  Elementary  School  Program  when 
it  became  apparent  that  the  age  of  first  drug  use 
among  children  was  going  down.  This  was  of  par¬ 
ticular  concern  because  the  longer  a  child  (or  adult) 
is  involved  with  drugs,  the  worse  the  problem 
generally  becomes. 

Prevention  programs  were  being  offered  in  junior 
high  and  high  schools  in  the  IBCA  service  area  (Min¬ 
neapolis  and  St.  Paul),  but  not  in  the  elementary 
schools. 

IBCA  developed  a  pilot  project  which  was  con¬ 
ducted  in  one  school.  Both  the  children  and 
teachers  responded  very  positively  to  this  project. 
Because  of  the  success  of  this  project  it  was  then 
developed  into  an  ongoing  program. 


The  Elementary  School  Initiatives  program  con¬ 
sists  of  three  45  minute  sessions  for  each  class.  Lec¬ 
tures,  films,  guided  discussions,  and  role-playing 
are  some  of  the  techniques  used  to  inform  elemen¬ 
tary  school  children  of  the  harmful  effects  of  drugs 
and  alcohol  and  also  help  them  develop  resistance 
skills.  The  agenda  for  this  series  focuses  on  use, 
abuse  and  dependency  and  resistance  skill 
building.  Two-sided  messages  are  employed  as  a 
technique  as  well  as  interactive  messages  where 
the  children  must  participate. 

Setting  up  the  program  required  negotiations  with 
individual  principles  or  teachers  in  some  school 
systems.  Once  the  principles  or  teachers  are  ex¬ 
posed  to  the  program  and  see  its  effectiveness,  it 
is  then  easier  to  solicit  the  cooperation  from  other 
classes  or  schools. 

Other  school  systems  have  one  person  who  works 
for  the  entire  school  system  and  has  responsibili¬ 
ty  for  the  curriculum.  This  person  may  be  called 
the  curriculum  specialist  or  other  such  titles.  IB¬ 
CA  staff  worked  with  the  curriculum  specialist  each 
year  to  identify  schools  with  a  high  enrollment  of 
black  children  and  to  then  target  specific  schools 
where  the  program  will  be  offered. 

IBCA  staff  also  work  with  the  curriculum  specialist 
to  negotiate  the  age  of  the  children  to  be  targeted. 

b.  Awareness  Groups  (Secondary  Prevention) 

Awareness  Groups  are  also  school-based  but  are 
usually  targeted  at  junior  and  senior  high  youth. 

Awareness  Groups  are  most  often  directed  at  high- 
risk  youth,  such  as  students  known  to  use  but  who 
are  not  yet  dependent,  and  children  of  alcoholics 
or  drug-dependent  parents.  (Secondary  prevention 
programs  such  as  Awareness  Groups  are  inap¬ 
propriate  for  youth  known  to  be  dependent;  these 
youth  should  be  referred  to  treatment.) 

Teachers  or  counselors  identify  appropriate  can¬ 
didates  for  awareness  classes  and  these  students 
will  be  excused  from  class  to  attend. 

IBCA  staff  usually  hold  a  series  of  5  sessions  and 
the  topics  to  be  discussed  will  be  worked  out  with 


1  Hawkins  and  Catalano,  NIDA  as  reported  in  Drug  Prevention  Curricula:  A  Guide  to  Selection  and  Implementa¬ 
tion ,  U.S.  Department  of  Education,  1988. 
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the  school  staff  in  advance.  The  optimal  class  size 
is  8,  though  IBCA  has  had  groups  as  large  as  12. 
(It  is  recommended  that  the  groups  be  no  larger 
than  1 2  or  else  the  students  will  not  have  the  op¬ 
portunity  for  meaningful  participation  that  is 
essential.) 

IBCA  staff  serve  as  co-facilitators  with  a  teacher. 
It  is  extremely  desirable  to  have  a  teacher  or 
counselor  from  the  school  co-facilitate  when  possi¬ 
ble  because  then  the  group  participants  have  an 
identified  person  they  can  follow-up  with  at  a  later 
point. 

The  discussions  in  Awareness  Groups  address 
topics  such  as  the  consequences  of  use.  Young 
people  who  use  most  often  do  not  see  the  con¬ 
nection  between  drugs  and  their  other  problems, 
but  a  dialogue  with  them  will  show  there  are  in¬ 
deed  negative  consequences,  such  as  less  time  stu¬ 
dying,  a  drop  in  their  grades,  staying  out  late,  hiding 
things,  stealing,  acting  up,  arguments  with  their 
parents,  etc. 

The  long  term  effects  of  the  Awareness  Groups  are 
not  always  readily  apparent.  IBCA  staff  have  been 
encouraged  by  the  feedback  at  a  later  point  in  time 
from  students  who  have  participated  in  these 
classes  and  who  remember  the  staff  as  well  as  the 
messages. 

c.  Social  Competency  Services 

Social  Competency  Services  are  flexible  programs 
that  are  offered  in  the  schools  to  elementary,  junior 
high  or  high  school  aged  youth. 

Unlike  the  Elementary  School  Initiative  which  has 
a  fixed  agenda,  content  and  style,  the  Social  Com¬ 
petency  Services  are  very  flexible.  Programs  are 
tailored  to  meet  the  needs  and  situation  of  the  class, 
teacher,  age  group,  topic  relevance,  etc. 

The  Social  Competency  Services  consists  of  a  varie¬ 
ty  of  modules  that  can  be  adapted  to  the  situation 
of  constraints  in  a  given  class  room. 

A  teacher  of  a  health  class  may,  for  example,  want 
the  IBCA  staff  person  to  talk  about  AIDS  or  about 
a  specific  drug  or  about  refusal  skill  development. 
It  is  important  that  the  IBCA  staff  person  research 


in  advance  what  the  students  have  been  taught  in 
the  class  about  drugs:  what  they  know  and  what 
they  do  not  know,  and  then  mold  the  presenta¬ 
tion  around  that. 

IBCA  has  actively  done  outreach  to  schools  for 
making  these  presentations  and  also  responds  to 
requests  from  schools  to  tailor  presentations  to  the 
students’  needs. 

Flexibility  in  both  content  and  presentation  style 
is  the  hallmark  of  this  program.  The  content  of  a 
given  presentation  will  vary  based  on  whether  or 
not  the  students  have  had  any  exposure  to  the 
topic,  their  attention  span,  the  teacher’s  comfort 
with  the  material,  etc.  Some  teachers,  for  exam¬ 
ple,  may  be  uncomfortable  with  a  presentation  on 
AIDs  because  of  the  open  discussion  of  sexual  prac¬ 
tices.  Other  teachers,  by  contrast,  may  want  ex¬ 
actly  such  a  discussion. 


d.  Community-Based  Programs 

IBCA  offers  social  competency  based  programs  to 
community  groups  such  as  church  groups,  groups 
operating  out  of  community  centers  and  others. 

The  specific  program  to  be  offered  (in  terms  of 
both  content  and  length)  will  be  designed  to  meet 
the  needs  of  the  sponsoring  organization,  age  of 
the  children  and  any  situational  constraints. 

In  addition  to  the  above  three  programs  targeted 
at  youth,  IBCA  also  offers  prevention  programs  to 
adults.  This  is  done  in  community  agencies,  to 
parent  groups,  church-sponsored  programs, 
employer-sponsored  groups,  in  adult  education 
programs  or  wherever  adults/parents  congregate. 

For  a  child  the  most  significant  role  model  is  his/her 
parents.  The  parents,  however,  often  send  dou¬ 
ble  messages,  i.e.  they  say  one  thing  and  do 
another.  In  addition,  with  the  emphasis  on  drug 
education  in  the  schools,  children  are  frequently 
better  informed  than  their  parents  on  some  issues 
which  results  in  the  parents  losing  their  credibili¬ 
ty  and  authority. 

Prevention  Projects 

In  the  past  several  years  IBCA  has  conducted  a  wide 
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variety  of  prevention  projects  aimed  at  different 
audiences.  Some  of  these  projects  were  one-time 
efforts,  some  are  repeated  periodically  or 
whenever  resources  permit. 

Each  year  IBCA  prevention  staff  decide  what  mix 
of  prevention  projects  will  be  offered.  Decisions 
are  based  on  what  has  proven  effective  in  the  past, 


available  resources  and  the  desire  to  have  a  varie¬ 
ty  of  projects  directed  at  different  age  groups. 

What  follows  is  a  brief  summary  of  some  preven¬ 
tion  projects  IBCA  has  conducted.  If  you  wish  to 
obtain  more  detailed  information,  call  the  IBCA 
Resource  Center  at  612:  871-7878. 


Descriptor: 
Project  Name: 
Audience: 
Purpose: 


Literature  drop 
In-Home  Prevention  Project 

All  residents  of  targeted  neighborhoods  in  the  black  communities 

■  Social  Competency:  To  educate  black  people  on  the  facts  of  alcohol  and 
drugs  and  signs  of  addiction. 


■  Social  Policy:  to  assist  individuals  in  understanding  chemical  use,  abuse 
and  dependency  and  to  provide  guidelines  on  how  to  set  rules,  norms  and  stan¬ 
dards  for  their  home  environment. 


Description:  An  eight  page  brochure  was  developed  that  included  facts  about  abuse  and 

addiction,  signs  of  addiction,  a  description  of  crack  and  its  effects,  key  infor¬ 
mation  for  parents  and  quizzes  on  alcohol,  cocaine  and  marijuana. 


The  brochures  had  art  work  to  increase  the  visual  appeal.  They  were  printed, 
then  put  in  plastic  bags  with  a  hole  at  the  top  so  they  were  protected  from  the 
weather  and  could  be  easily  attached  to  door  knobs. 

Volunteers  from  youth  organizations  were  recruited  to  distribute  the  brochure. 
IBCA  had  obtained  a  free  block  of  tickets  to  a  Prince  Concert  and  these  were 
given  to  the  volunteers  who  completed  their  tasks. 

Prior  to  the  literature  drop,  the  youth  volunteers  were  provided  training  on: 

-  the  purpose  of  the  project  and  the  nature  of  the  materials  they  were 
distributing 

-  safety  procedures 

-  courtesy  procedures 

-  special  instructions,  i.e.  don’t  put  the  brochures  in  mailboxes  (which 
is  illegal) 

-  their  specific  assignment 
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Volunteers: 


Publicity: 

Frequency: 

Comments: 


Descriptor: 
Project  Name: 
Audience: 


Purpose: 


The  youth  volunteers  were  taken  by  vans  to  their  assigned  neighborhood.  They 
worked  in  pairs  (for  safety)  with  each  one  working  opposite  sides  of  a  street. 
The  van  patrolled  the  neighborhood  both  to  replenish  their  supplies  of  materials 
and  as  a  safety  precaution. 

When  the  distribution  was  completed,  the  youth  were  brought  back  to  a  cen¬ 
tral  place  where  a  meal  was  provided  and  recognition  and  thanks  were  given 
to  those  who  helped  with  the  project. 

Literature  from  other  organizations  that  help  sponsor  this  event  can  be  includ¬ 
ed  in  the  literature  drop.  This  literature  should  specifically  address  the 
alcohol/drug  issue  or  be  closely  related. 

Young  people  from  youth  groups  to  distribute  the  literature.  (The  number  need¬ 
ed  depends  on  the  size  of  the  neighborhood  to  be  covered.) 

Adults  from  various  community  groups  to  coordinate  the  event,  solicit 
volunteers,  provide  vans  and  drivers,  supervise  the  youth,  donate  food  and 
beverages,  prepare  and  serve  the  food. 

Local  television  networks  and  community  newspapers  to  provide  coverage 
of  the  event. 

IBCA  has  conducted  6  literature  drops  since  1986.  An  event  like  this  can  be 
scheduled  periodically  depending  on  the  size  of  the  black  community. 

The  role  of  the  youth  in  distributing  the  literature  is  especially  important.  By 
participating,  they  get  a  drug-free  message,  have  the  opportunity  to  do  something 
positive  that  is  not  difficult,  socialize  with  other  kids  and  be  rewarded  for  their 
efforts. 

Organizing  this  kind  of  project  is  very  challenging  unless  you  already  have  a 
network  of  volunteers,  have  an  in-depth  knowledge  of  community  resources 
and  experience  with  the  media. 


Play  written  and  performed  by  teenagers 

What  Are  We  Doing  Here? 

Primary  Audience:  youth  between  13  and  21 
Secondary  Audience:  general  community 

■  Social  Competency:  to  reinforce  among  young  people  the  positive  aspects 
of  being  drug  free,  to  provide  them  skills  for  resisting  peer  pressure  and  outlets 
for  their  creative  abilities. 

■  Social  Policy:  to  reinforce  a  drug-free  image  of  young  people  by  the  per¬ 
formance  of  a  play  with  positive  messages  and  to  demonstrate  that  the  com¬ 
munity  contains  positive  role  models. 
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Description: 


Volunteers: 


Publicity: 

Frequency: 

Comments: 


The  target  group  for  this  project  was  young  people  who  were  marginal  abusers 
and  who  had  not  yet  exhibited  leadership  skills  or  certainty  of  direction.  These 
were  teenagers  who  were  waiting  for  something  to  happen  and  were  readily 
subject  to  either  positive  or  negative  influences. 

The  teenagers  wrote  the  script,  directed  the  play,  acted  in  it  and  did  the  behind 
the  scenes  tasks  like  make-up,  sound  effects,  lighting,  etc. 

The  role  of  the  IBCA  staff  person  was  directing  traffic  to  make  sure  there  was 
the  necessary  coordination  and  to  foster  community  acceptance  of  the  youths’ 
effort. 

Four  performances  were  given  on  two  different  weekends  and  about  500  people 
saw  the  play. 

a)  A  youth  group  from  a  creative  arts  agency  did  the  script  writing; 

b)  A  youth  agency  provided  the  rehearsal  space; 

c)  A  community  center  provided  the  performance  space  with  stage,  lighting 
and  seating; 

d)  An  adult  actor  assisted  with  directing; 

e)  A  local  print  shop  donated  the  printing  of  brochures; 

1)  The  youth  group  planned  and  held  a  dance  as  a  fundraiser. 

There  was  a  press  conference  called  by  the  youth  to  announce  the  performances; 
there  were  articles  in  major  and  local  newspapers;  fliers  were  distributed  by 
the  youth  volunteers  to  agencies  and  to  homes  in  the  neighborhood. 

Once 

This  kind  of  effort  does  not  necessarily  require  much  money.  It  is  an  oppor¬ 
tunity  for  teenagers  to  use  their  creative  energies,  to  learn  to  work  together 
and  to  solve  problems. 

This  project  had  a  major  impact  on  those  involved.  After  the  play  performances 
were  over,  the  teenagers  formed  a  Youth  Council  which  met  for  two  years. 
They  participated  in  other  drug  free  promotional  efforts. 

The  play  was  a  vehicle  around  which  the  teenagers  coalesced  and  it  provided 
them  with  the  opportunity  to  develop  their  skills  and  a  positive  self  image.  The 
experience  had  a  profound  and  lasting  effect  on  most  of  the  teenage  participants. 

Successfully  organizing  this  type  of  effort  requires  flexibility  by  staff  as  well 
as  low-key  leadership.  When  planning  a  fundraising  party,  for  example,  the 
teenagers  could  not  imagine  a  successful  party  without  beer.  Staff  challenged 
them  to  substitute  their  creativity  for  the  beer  and  pointed  out  that  at  a  really 
fun  party  the  beverage  didn’t  matter.  People  would  drink  whatever  was  available 
because  they  would  be  thirsty  from  dancing.  The  teenagers  then  put  substan- 
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Descriptor: 
Project  Name: 
Audience: 
Purpose: 

Description: 


tial  energy  into  lighting,  d.j.s  and  other  elements  that  resulted  in  a  successful 
drug- free  party  and  raised  a  few  hundred  dollars  as  well.  (The  beverage  served 
at  the  party  was  Kool-Aid  and  was  well  accepted.) 


Drug  free  youth  rally 
Drug  Free  Youth  Rally 
Primary:  teenagers  (12-19) 

■  Social  Competency:  1 )  to  reinforce  the  idea  that  not  all  young  people 
use  drugs,  that,  in  fact,  most  do  not  use  drugs;  and  2)  to  provide  a  positive  outlet 
for  teenagers’  creative  talents  and  to  reinforce  the  desirability  of  being  drug  free. 

In  order  to  have  a  successful  drug-free  youth  rally,  a  variety  of  activities  are 
desirable. 

Examples  of  such  activities  IBCA  conducted  are: 

-  A  poster  contest  based  on  a  drug-free  theme.  The  idea  behind  the  poster 
contest  was  to  promote  the  rally.  Teenagers  were  asked  to  submit  entries. 

-  The  posters  were  assessed  by  celebrity  judges  (which  helped  promote 
the  event  by  increasing  publicity  and  public  attention).  The  poster  contest 
preceded  the  rally  itself  and  the  winners  were  announced  at  the  rally. 

-  The  posters  then  were  displayed  in  a  downtown  building  where  office 
workers  and  shoppers  could  see  the  exhibit. 

-  A  local  band  played  at  the  rally. 

-  There  were  disc  jockeys  at  the  rally  to  keep  it  fast-paced  and  lively. 

-  Community  groups  performed  skits  at  the  rally. 

-  Teenagers  made  a  video  in  advance  of  the  rally  and  then  it  was  shown 
at  the  rally. 

IBCA  held  the  rally  during  the  first  week  after  school  was  out  in  the  spring. 
This  was  a  way  to  increase  attendance  because  announcements  of  the  rally  could 
not  be  made  in  the  schools.  (IBCA  could  not  get  the  schools  to  release  the 
teenagers  to  attend  the  rally  so  holding  it  soon  after  school  was  out  was  the 
next  best  option.) 

The  rally  lasted  3  hours.  Refreshments  were  served.  Transportation  was  arranged 
for  recovering  teenagers  in  treatment  centers.  Other  teens  were  responsible 
for  their  own  transportation. 

About  500  teenagers  attended.  The  cost  was  between  $3000  and  $4000,  and 
about  80  percent  of  this  was  offset  by  donations. 
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Volunteers: 


This  kind  of  event  requires  a  wide  array  of  volunteers: 


Publicity: 

Frequency: 

Comments: 


a)  Sponsorship/organization:  A  great  deal  of  planning  must  go  into  each  aspect 
of  this  event,  so  it  helps  to  have  a  comprehensive  array  of  groups  concerned 
with  alcohol  and  drug  abuse  play  a  role. 

b)  Planning  specific  events  (i.e.  poster  contest,  entertainment,  skits,  etc.)  and 
doing  the  follow  through 

c)  Obtaining  cooperation/contributions  or  reduced  fees  for  the  space  where 
it  will  be  held,  entertainment,  refreshments  and  publicity 

d)  Contacting  community  leaders  and  soliciting  their  participation  in  judging 
the  contest,  emceeing  the  event  or  making  an  appearance 

e)  Contacting  television  stations  and  newspapers  to  promote  live  coverage  of 
the  event 

f)  Decorations  and  setting  up  the  place  where  the  rally  will  be  held.  (This  in¬ 
cludes  stage,  sound  system,  seating,  refreshment  area,  etc.) 

g)  Providing  order,  handling  refreshments  and  other  tasks  during  the  rally 

h)  Cleaning  up  after  the  event. 

Advance  publicity  was  primarily  through  the  schools,  radio  talk  shows  and  com¬ 
munity  agencies.  All  local  television  stations  covered  the  rally  itself. 

IBCA  has  sponsored  two  such  rallies. 

It  takes  a  well-grounded,  organized  individual  to  pull  together  such  an  event. 
It  requires  the  use  of  a  variety  of  volunteer  groups  with  at  least  one  person 
coordinating  their  efforts  and  responsibilities. 

This  type  of  event  requires  a  fair  amount  of  advance  time  to  set  up  and  coor¬ 
dinate  the  activities.  The  event  should  be  youth  intensive  in  terms  of  the  young 
people  being  involved  in  designing  and  carrying  out  most  of  the  activities. 

Networking  is  critical  in  holding  a  successful  event.  There  needs  to  be  involve¬ 
ment  by  a  number  of  organized  groups. 

Utilizing  celebrities  is  very  helpful  in  maximizing  media  coverage.  Television 
coverage,  in  particular,  is  desirable  because:  a)  it  gets  a  drug-free  message  out 
to  the  broader  community;  and  b)  it  is  a  reward  for  the  teens  who  attended 
to  see  the  event  on  television. 
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Descriptor: 
Project  Name: 
Audience: 

Secondary: 

Purpose: 


Description: 


Volunteers: 


Publicity: 

Frequency: 

Comments: 


Puppet  show 
Middle  School  Initiative 

Primary:  pre-school  aged  children  through  3rd  graders;  and  middle  school 
children  (5th,  6th  and  7th  graders) 

senior  citizens  and  other  volunteer  groups 

■  Social  Competency:  a)  to  teach  preschool  children  about  alcohol  and  drugs 
and  to  begin  developing  refusal  skills;  b)  to  promote  skill  development  in  mid¬ 
dle  school  children 

Puppets  can  be  made  by  senior  citizens  or  other  volunteer  groups.  This  involves 
many  more  people  in  the  project  and  produces  more  imaginative  puppets.  (If 
this  is  not  possible,  puppets  can  be  purchased.) 

Volunteers  are  solicited  from  middle  schools.  These  young  people  are  then 
provided  training  on  a)  alcohol  and  drug  abuse  and  b)  puppeteering. 

The  middle  school  volunteers  develop  the  script  with  assistance  from  staff  and 
volunteers.  The  children  can  be  given  general  ideas  or  themes  (i.e.  a  medicine 
cabinet)  and  then  develop  their  script  around  that  theme.  The  script  needs  to 
be  kept  simple  but  the  show  should  be  lively  to  appeal  to  youngsters.  The 
children  rehearse  the  script  until  they  know  it  well  enough  to  present  it.  (It 
generally  takes  about  4  sessions  of  two  hours  each  for  the  children  to  write 
the  script  and  rehearse  it.) 

The  puppet  show  is  then  presented  by  the  middle  school  children  in  nursery 
schools  and  in  elementary  schools. 

The  children  in  the  audience  each  receive  their  own  puppets  (which  they  get 
to  keep)  and  then  have  exercises  where  they  can  participate. 

a)  Senior  citizens  or  other  groups  to  make  the  puppets. 

b)  People  to  transport  the  children  from  the  middle  schools  to  the  pre-schools 
and  elementary  schools  to  put  on  the  show. 

Post-production  articles  in  community  papers 

IBCA  has  done  this  3  times. 

The  most  profound  effect  of  this  program  is  on  the  middle  school  children 
who  present  the  show  because  of  the  opportunity  for  experiential  learning. 

Coordinating  this  program  is  a  challenge  because  transportation  must  be  pro¬ 
vided  to  the  middle  school  children  first  to  plan  and  rehearse  the  script  and 
then  to  perform.  Permission  must  be  obtained  for  these  children  to  get  releas¬ 
ed  from  school  to  do  the  performances. 
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Descriptor: 
Project  Name: 
Audience: 

Purpose: 

Description: 


Volunteers: 

Publicity: 

Frequency: 

Comments: 


Drug-free  socialization  for  young  adults 
Non-Alcoholic  Happy  Hour 

Young  adults  18  and  over  (the  specific  age  depends  on  the  legal  age  for  drink¬ 
ing  in  your  state) 

■  Social  Competency:  1)  To  demonstrate  that  socialization  is  possible  and 
fun  without  alcohol  and  to  provide  exposure  to  non-alcoholic  drinks  as  an  alter¬ 
native;  and  2)  To  reinforce  among  people  who  prefer  to  not  drink  that  this  is 
a  healthy  posture,  not  socially  deviant. 

Arrangements  were  made  to  hold  the  Non-Alcoholic  Happy  Hour  in  a  local 
club  which  remained  open  to  the  general  public  during  the  event.  (This  was 
possible  by  negotiating  with  club  owners  to  hold  the  event  in  an  evening  when 
business  was  usually  slow.) 

The  event  was  sponsored  by  a  fraternity  that  promoted  it  among  its  members. 
(Sororities  or  other  social  clubs  could  also  be  sponsors.) 

There  were  two  phases  to  the  nights:  1)  The  first  1  and  1/2  hours  where  only 
non-alcoholic  mixed  drinks,  soft  drinks,  non-alcoholic  wines  and  beers  were 
served.  2)  The  next  couple  of  hours  where  there  was  live  entertainment  pro¬ 
vided  by  a  prominent  local  group.  Alcoholic  drinks  may  or  may  not  be  served 
in  this  phase  depending  upon  what  the  bar  owner  is  willing  to  negotiate. 

The  idea  behind  the  Non-Alcoholic  Happy  Hour  was  not  to  make  all  participants 
quit  drinking  but  to  provide  exposure  to  a  drug-free  alternative  to  show  them 
that  it  can  be  enjoyable  and  to  reinforce  the  choice  of  non-drinkers  that  it  is 
a  socially  acceptable  option. 

Sponsoring  organization,  i.e.  fraternity  or  club  that  will  promote  the  event. 

A  presentation  was  made  on  a  radio  talk  show;  fliers  were  distributed;  the  media 
were  informed  of  the  event  and  one  station  interviewed  a  bartender  (which 
also  provided  good  publicity  for  the  club  which  cooperated  in  this  event). 

IBCA  has  sponsored  2  such  events. 

Since  sponsoring  the  last  such  event,  IBCA  has  been  approached  by  other 
organizations  to  do  more  of  these.  There  is  clearly  interest  in  such  events. 

There  has  traditionally  been  a  heavy  emphasis  on  drinking  or  drug  use  at  col¬ 
lege  or  young  adult  parties.  Leadership  needs  to  be  taken  to  demonstrate  that 
alternatives  are  available.  Socialization  is  a  major  part  of  life  for  young  adults 
who  are  also  still  at  a  formative  age  in  terms  of  developing  long-term  habits. 
When  alternatives  are  not  available,  the  message  they  get  is  that  socializing  and 
partying  require  alcohol  and  drugs. 
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Descriptor: 
Project  Name: 
Audience: 
Purpose: 

Description: 


Volunteers: 


Publicity: 


Non-alcoholic  drink  booth  at  community  event 
Non-Alcoholic  Drink  Booth 
Adults  and  teenagers 

■  Social  Policy:  To  promote  awareness  and  acceptance  of  creative  alter¬ 
natives  to  alcoholic  drinks. 

■  Social  Competence:  To  provide  information  on  how  to  prepare  delicious 
non-alcoholic  drinks. 

A  non-alcoholic  drink  booth  was  set  up  at  an  annual  outside  community  event. 
IBCA  obtained  the  cooperation  of  bar  owners  to  donate  supplies  and  to  serve 
as  celebrity  bartenders.  A  sign  by  the  booth  acknowledged  the  role  of  the  bar 
owners  which  gave  them  publicity. 

Non-alcoholic  drinks  and  punches  were  served.  People  were  also  given  recipe 
books  so  they  could  make  and  serve  these  drinks  themselves. 

Tasks  involved  in  arranging  this  type  of  event  include: 

-  Identifying  an  appropriate  local  event  where  such  a  booth  can  be 
established 

-  Checking  with  the  local  health  department  to  determine  if  a  permit  is 
required  and  if  there  are  other  rules  or  restrictions 

-  Assessing  needs  such  as  blenders  to  mix  the  drinks)  and  whether  or  not 
there  are  electrical  outlets 

-  Arranging  for  volunteers  to  set  up  and  take  down  the  booth  and  to 
decorate  the  booth 

-  Assessing  the  logistics  of  a  desirable  location  for  the  booth,  e.g.  where 
there  is  heavy  traffic  in  order  to  get  maximum  exposure 

-  Preparing  a  recipe  book  of  nonalcoholic  drinks  and  punches 
People  to  set  up,  decorate  and  take  down  the  booth 
Bartenders  and  supplies  from  bar  owners 

People  to  assist  the  bartenders.  It  is  better  to  have  extra  people  there  so  they 
can  talk  with  those  who  are  interested,  hand  out  recipe  books  and  create  a  friend¬ 
ly,  warm  atmosphere 

Volunteers  to  prepare  the  recipe  book 

Radio,  television  and  newspaper  coverage  both  in  advance  of  the  event  as  well 
as  afterwards 
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Frequency: 

Comments: 

Descriptor: 
Project  Name: 
Audience: 
Purpose: 

Description: 


Volunteers: 


Publicity: 

Frequency: 


IBCA  has  done  this  two  times. 


The  idea  of  bartenders’  involvement  in  this  project  can  be  controversial  among 
some  people  who  will  see  the  involvement  by  the  liquor  industry  as  tainting 
or  undermining  the  message.  If  you  think  this  type  of  project  will  be  controversial 
in  your  community,  you  will  not  want  to  have  this  be  one  of  your  first  preven¬ 
tion  efforts  or  will  want  to  modify  it  to  reduce  or  eliminate  possible  objections. 

Elementary  School  Drug  Education 

Elementary  School  Initiative 

Children  in  the  4th,  5th  and  6th  grades 

■  Social  Competency:  a)  to  equip  children  to  distinguish  between  use,  abuse 
and  dependency  and  to  teach  them  about  the  impact  of  alcohol  and  drug  use; 
and  b)  to  teach  children  refusal  skills 

Schools  are  increasingly  offering  programs  on  alcohol  and  drug  information 
and  refusal  skills.  These  programs,  however,  are  often  available  to  junior  and 
senior  high  students,  but  not  to  elementary  school  students.  The  first  step, 
therefore,  is  to  determine  what  programs  are  available  in  your  school  system 
and  at  what  grades  these  programs  are  taught. 

The  Elementary  School  Initiative  can  be  offered  in  both  schools  and  in  youth 
groups  at  social  service  agencies  or  churches.  When  offered  in  the  schools, 
this  program  consists  of  three  45-60  minute  sessions  once  a  week  for  three 
weeks. 

Each  lesson  includes  a  mixture  of  teaching  techniques  such  as  verbal  instruc¬ 
tion,  songs,  films,  guided  discussion  and  role-playing  by  the  children. 

IBCA  staff  are  responsible  for  making  the  presentations.  There  is  a  structure 
outline  for  the  content  of  the  sessions  which  are  designed  to  run  sequentially. 
Active  participation  by  the  children  is  a  critical  element  in  this  program. 

This  program  is  also  offered  to  youth  groups  in:  community  agencies  or 
churches.  The  goal  is  to  do  multiple  sessions  but  the  specific  number  and  length 
of  the  sessions  can  be  adapted  to  the  agency’s  needs  and  interests. 

It  may  be  feasible  to  use  volunteer  presenters  if  they  have  appropriate  teaching 
skills,  are  very  realiable,  effective  with  children  and  have  sufficient  understan¬ 
ding  of  chemical  dependency  issues.  The  variety  of  skills  required  suggests  that 
if  volunteers  were  used,  there  would  have  to  be  significant  training  for  them. 

Cooperative  arrangements  must  be  made  with  the  school  system  and  other 
agencies  where  sessions  are  held. 

None  required. 

At  IBCA  this  is  an  ongoing  program. 
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Comments: 


When  there  is  cooperation  from  the  school  system,  this  program  can  be  highly 
cost  effective.  Once  the  curriculum  is  developed  and  the  resources,  such  as 
films  are  purchased,  the  only  cost  is  staff  time.  This  type  of  program  is  most 
effective  when  it  is  systematically  done  to  maximize  the  number  of  children 
exposed  to  it. 

There  can  be  various  routes  into  the  school  system.  If  your  school  system  has 
a  chemical  health  coordinator,  that  is  the  person  to  contact.  That  person  can 
get  you  access  to  all  schools.  If  there  is  no  chemical  health  coordinator,  another 
route  is  to  contact  a  teacher  you  know.  Teachers  can  allow  outsiders  to  make 
presentations  in  their  classes  and  if  they  find  these  to  be  effective,  they  will 
generally  tell  other  teachers. 


GLOSSARY  OF  TERMS 


Aftercare  Refining  the  skills  learned  in  treatment 
to  enhance  long  term  recovery. 

Chemical  Dependency  An  emotional  illness 
that  affects  families.  It  is  a  primary,  progressive, 
pathological,  love/trust  relationship  with  a  mood- 
altering  chemical.  It  substantially  and  repeatedly 
interferes  with  one  or  more  major  areas  of  a  per¬ 
son’s  life.  The  individual’s  ability  to  function  physi¬ 
cally  or  mentally  in  a  competent  manner  is  often 
impaired. 

Continuum  of  Care  A  listing  of  chemical  de¬ 
pendency  services  according  to  specified  cate¬ 
gories.  A  Continuum  of  Care  with  three  main  cate¬ 
gories  might  be:  Prevention,  Treatment  and  After¬ 
care.  A  Continuum  of  Care  with  5  categories  might 
be:  Prevention,  Detoxification,  Diagnosis  and  In¬ 
tervention,  Treatment  and  Aftercare. 

Cultural  Pain  An  emotion  experienced  by  vir¬ 
tue  of  a  person’s  membership  in  a  racial,  religious 
or  ethnic  group,  particularly  when  those  groups 
have  been  oppressed. 

Culturally  Specific  Services  Services  that  re¬ 
late  to  the  norms  and  values  of  a  specific  culture. 
These  norms  and  values  are  manifested,  for  exam¬ 
ple,  in  communication,  humor,  dress,  food,  music 
and  style  of  worship. 


for  people  while  they  sober  up.  Detox  serves  a) 
people  high  at  risk  for  experiencing  negative  side 
effects  as  they  sober  up  and  b)  people  whose 
chemical  dependence  has  resulted  in  behavior  that 
violates  public  norms/standards. 

Diagnosis/Intervention  Diagnosis  is  the  pro¬ 
cess  of  determining  if  an  individual  is  a  user,  abuser 
or  dependent.  Intervention  is  making  an  appro¬ 
priate  referral  and  then  trying  to  get  the  client  to 
accept  the  referral  and  to  follow  through. 

Diagnostic  Criteria  The  factors  used  to  deter¬ 
mine  the  point  at  which  a  person  is  considered  to 
be  chemically  dependent. 

Diagnostic  Tools  Questionnaires  or  devices 
used  to  obtain  the  information  necessary  to  deter¬ 
mine  if  a  person  uses,  abuses  or  is  chemically 
dependent. 

Health  Maintenance  Organization  (HMO) 

HMOs  are  alternatives  to  traditional  health  care  in¬ 
surance.  In  an  HMO  the  individual  or  employer 
pays  a  set  monthly  fee  to  an  organization  that  has 
a  staff  of  physicians  and  other  health  care  person¬ 
nel.  The  individual  must  agree  to  be  treated  by  the 
staff  of  the  HMO  and  can  see  other  physicians  on¬ 
ly  if  referred  by  HMO  doctors. 

High-Denial  Problem  Problems  where  the  in¬ 
dividual  experiencing  the  condition  is  likely  to 


Detoxification  Facility  for  housing  and  caring 
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deny  its  existence. 

High-Challenge  Clients  Clients  who  have  few 
resources,  such  as  a  job,  adequate  income,  educa¬ 
tion,  supportive  family  or  friends  that  can  aid  or 
reinforce  the  recovery  process. 

IBCA  Institute  on  Black  Chemical  Abuse 

IBCA  Model  a)  A  philosophy  regarding  chemical 
dependency  program  design  and  management, 
and  b)  a  constellation  of  services  designed  to  best 
respond  to  the  problem  of  chemical  dependency 
and  abuse. 

IBCA  Philosophy  The  belief  that  proper  design 
and  management  of  chemical  dependency  pro¬ 
grams  is  important  not  just  to  ensure  high  quality 
services  to  clients  but  also  to  maximize  the  like¬ 
lihood  that  the  agency  will  survive  over  time. 

In-Patient  Primary  Treatment  The  client  is 
housed  at  the  treatment  center  for  a  specified 
period  of  time  while  receiving  treatment  services. 

Integrity  of  Focus  Keeping  the  primary  pur¬ 
pose  of  a  program  intact  by  obtaining  funding 
specifically  for  that  program’s  services.  Maintain¬ 
ing  integrity  of  focus  is  the  opposite  of  following 
available  funding  which  often  appears  an  easier 
way  to  obtain  money  in  the  short  run,  but  threatens 
the  program’s  focus  and  effectiveness  in  the  long 
run. 

Line  Staff  Non-managerial  staff. 

Long  Range  Plan  A  plan  that  guides  an  agen¬ 
cy’s  program  development  and  expansion  over  a 
period  of  time,  usually  three  to  five  years. 

Love/Trust  Relationship  One  of  the  4  key 

aspects  of  chemical  dependency.  This  refers  to  the 
love/trust  relationship  an  individual  has  with  a 
mood  altering  chemical.  Alcoholism  and  drug 
dependency  increasingly  take  over  a  person’s  life 
and  become  that  person’s  #1  priority.  Love  and 
trust  in  other  people  diminish  in  importance  as  the 
dependent  person  increasingly  loves  and  trusts  the 
mood  changes  produced  by  the  alcohol  or  drugs. 


Organizational  Stages  Three  stages  which 
describe  an  agency’s  functioning:  a)  developmen¬ 
tal,  b)  steady  operational  and  c)  problematic 
operational. 

Out-Patient  Primary  Treatment  The  client 
receives  the  same  services  as  in-patient  but  is  not 
housed  at  the  treatment  center. 

Paperwork  Dilemma  The  problems  resulting 
from  data  requirements  imposed  by  funders  and 
other  service  providers  that  may  be  resisted  by  line 
staff  who  are  frustrated  with  tedious  paperwork 
and  who  do  not  see  the  necessity  or  usefulness  of 
this  information. 

Pathological  One  of  the  4  key  aspects  of  chem¬ 
ical  dependency.  It  means  that  being  dependent 
on  alcohol  or  drugs  is  not  a  normal  state  of  being: 
it  is  a  disease. 

Primary  One  of  the  4  key  aspects  of  chemical 
dependency.  It  means  that  chemical  dependency 
is  the  fundamental  presenting  problem  for  the  in¬ 
dividual  and  must  be  addressed  before  other  prob¬ 
lems  can  be  successfully  dealt  with. 

Primary  Prevention  Efforts  aimed  at  keeping 
people  not  currently  chemically  dependent  from 
becoming  so. 

Primary  Treatment  Initial  efforts  to  success¬ 
fully  rehabilitate  a  chemically  dependent  person. 

Progressive  One  of  the  4  key  aspects  of 
chemical  dependency.  It  means  that  chemical  de¬ 
pendency  gets  worse  over  time.  A  person  builds 
up  a  tolerance  and  then  uses  more  to  achieve  the 
same  high. 

Secondary  Prevention  Efforts  directed  at  a)  all 
young  people  who  use,  and  b)  adults  who  abuse. 

Third  Party  Payers  Insurance  companies, 
health  maintenance  organizations,  or  government 
health  programs  such  as  Medicare,  Medicaid  or  Vet¬ 
erans  Administration.  Third  party  refers  to  some¬ 
one  who  pays  for  the  service  who  is  1)  not  the 
client  or  2)  not  the  agency  providing  the  service. 
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